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This Month—Five New 


Snyder's 
Obstetric Analgesia and Anesthesia 


By FRANKLIN F. SNYDER, Harvard University. 
401 pages, with 125 illustrations. 


New—Ready January 


Lyons & Woodhall's Atlas 
of Peripheral Nerve Injuries 


By WILLIAM R. LYONS, Ph.D., California Medi- 
cal College; and BARNES WOODHALL, M._.D., 
Duke Medical School. 339 pages, with hundreds of 
illustrations on 135 plates, 16 in colors. 
New—Ready January 


Meleney's Clinical Aspects and 
Treatment of Surgical Infections 


By FRANK LAMONT MELENEY, M.D., Colum- 
_University. About pages, with 287 illus- 
trations. New—Ready January 


W. B. SAUNDERS COMPANY 


Chicago 11 
Illinois 


Books and a New Edition 


Crile's Practical Aspects 
of Thyroid Disease 


By GEORGE CRILE, Jr., M.D., Cleveland Clinic. 
385 pages, illustrated. New—Ready January 


DeGowin, Hardin and Alsever 
on Blood Transfusion 
By ELMER L. DE GOWIN, M.D.; ROBERT C. 
HARDIN, Iowa State University; and JOHN B. 
ALSEVER, M.D., U. S. Public Health Service, 587 
pages, with 200 illustrations. New—Ready January 


Wiprud's Business Side of 
Medical Practice — 
By THEODORE WIPRUD, Executive Director 
and Secretary of the Medical Society of the District 
of Columbia. 232 pages, illustrated. 
New (2nd) Edition—Ready January 


West Washington Square, Philadelphia 5 


4 i 
« 


Six of a kind... for ‘B’ therapy 


Now... with the addition of ‘Beminal’ fortified with Iron, Liver and 
Folic Acid ...the ‘Beminal’ family offers six distinctive forms and 
potencies. ‘Beminal’ fortified with Iron, Liver and Folic Acid will 
prove especially suitable in the prevention and treatment of iron- 
deficiency anemias, certain macrocytic anemias, and as adjunctive 
therapy in pernicious anemia. Beginning with the newest member, 
the following are the six dosage forms and potencies now available: 


1. ‘Beminal’ fortified with Iron, Liver and Folic Acid (Capsules) no. 82 
2. ‘Beminal’ Forte with Vitamin C (Capsules) no. 817 

3. ‘Beminal’ Forte Injectable Dried no. 495 

4. ‘Beminal’ Granules no. 925 

5. Beminal’ fortified with Iron and Liver (Capsules) no. 816 

6. ‘Beminal’ Tablets no. 815 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16 
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ABDOMINAL 
OPERATIONS 


By RODNEY MAINGOT, F. R. C. S. (Eng.) | 


522 PANCREATIC CYSTS AND FISTULAE 


sutures are immediately removed (Fig. 181(4)). The tightening of the purse- 
string suture cannot occlude the lumen of the fistulous tract owing to 
the presence of the retained rubber tube. 


Fic. Laney’s Techsique. 


The jejunum is then anchored to the base of the fistulous tract above and 
below and to the tissues around, not only to fix it into position and to prevent 
it from being drawn away from the fistulous tract, but also to avoid any 
angulation of the gut where it is sutured (Fig. 181(5)). Portions of adjacent 
omentum are drawn over the operative site and the abdomen is closed in 
the usual manner. After a variable time the tube in the fistulous tract works 
loose and is passed per anum. 

In the case reported by Comfort and Priestley (1943) the fistulous tract 
was dissected away from the surrounding tissues and transplanted into the 
anterior wall of the stomach near the greater curvature. Two leading sutures 


Page reduced approx. Actual Size 6'2 x 


tance in reducing operative mortality. 


This new work, published Oct. 6, 1948 is of prime value to the abdominal surgeon, the general surgeon, the 
surgical resident and the intern as a presentation of the detailed technics (beautifully and profusely illustrated) 
of modern abdominal surgery combined with the necessary diagnostic data, choice of operation in the individual 
case, preoperative care of the patient, difficulties and dangers which may confront the surgeon during opera- 
tion, the immediate and remote results of operations described, postoperative care and other factors of impor- 


Every effort was made by the author and his distinguished collaborators to supply from their extensive ex- 
perience an authoritative and practical work which is up to date in every respect. 


One Volume, 1298 Pages, 1051 Illustrations, including 16 color Plates, $16.00 


APPLETON-CENTURY-CROFTS, INC. 
35 West 32nd Street, New York I, New York 


Surgeon to the Royal Free Hospital 
and Southend General Hospital, London 


WITH CONTRIBUTIONS BY 


Lester R. Dragstedt, M.D., Ph.D. 
University of Chicago, Ill., U.S.A. 


Stuart W. Harrington, M.D., F.A.C.S. 
Mayo Clinic, Rochester, Minn., U.S.A. 


A. J. Cokkinis, F.R.C.S. (Eng.} 
St. Mary's Hospital, London 


Harold R. Dew, F.R.C.S. (Eng.), F.A.C.S. 
University of Sydney, Australia 


R. C. Brock, M.S., F.R.C.S. (Eng.) 
Guy's Hospital, London 


Cuthbert E. Dukes, O.B.E., M.Sc., M.D. 
St. Mark's Hospital, London | 


O. V. Lloyd-Davies, M.S., F.R.C.S. (Eng.) 


Hampstead General Hospital, London 


Norman C. Tanner, M.B., F.R.C.S. (Eng.) 
St. James’ Hospital, London 


OPERATIVE FIELDS COVERED 


Stomach and Uuodenum—Spleen—Pancreas—Gall Blad- 
der and Bile Ducts—Liver—Vermiform Appendix— 
Peritoneum, Mesentery and Omentum — Intestines — 
Diaphragmatic Hernia and Portal Hypertension. 


PUBLISHED OCTOBER, 1948 
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Restoration of function can be 

accomplished in most arthritic patients by a 

complete systemic rehabilitation program. 

Darthronol is an integral part of such a therapeutic 
program. Its efficacy is due to the antiarthritic effects of the 
high dosage vitamin D together with the well-established 
nutritional influences of the eight 

other vitamins. Darthronol treats the arthritic 


—not merely the arthritis. 
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Vitamin D (Irradiated Ergosterol). . . . . . . 50,000 U.S.P. Units 
Vitamin A (Fish-Liver Oil) . . « 5,000 U.S.P. Units 
Pyridoxine Hydrochloride . 

Calcium Pantothenate 

Niacinamide 


(Equivalent to 3 mg. of synthetic Alpha Tocopherol ) 


@ ROERIG 


NY e 536 Lake Shore Drive + Chicago 11, Illinois 
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TO BETTER NUTRITION 


In dietary planning, the physician may prescribe with 
complete confidence any of Borden’s nutritional 
preparations. They conform at all times to the most 
modern concepts of nutritional science, and are 
formulated and produced with meticulous concern 
for quality, purity, and clinical serviceability. 


BIOLAC, approximating human milk in its nutritional content 
and digestibility, is an ideal replacement for mothers’ milk. 
With the addition only of ascorbic acid, it becomes a complete 
food — “baby talk for a good square meal”. 


MULL-SOY is a hypoallergenic soy concentrate — for those 
allergic to milk — closely resembling cow’s milk in all its 
nutritional values, but without the offending animal proteins. 
When milk becomes “forbidden food”, Mull-Soy offers 

a nutritionally efficient replacement. 


DRYCO provides a “master key” to infant nutrition with its 
wide range of formula flexibility for individual needs. 

Its high protein, low fat, intermediate carbohydrate ratio 
— for use with or without added carbohydrate — makes it the 
“custom-formula” food for all infant requirements. 


BETA LACTOSE is a highly palatable and readily soluble 
formula modifier in the form of an improved milk sugar, 
five times more soluble than alpha lactose. Milk’s natural 
carbohydrate for infants and adults alike. 


KLIM solves the problem whenever fluid milk is indicated in 
the diet, but lack of availability or of refrigeration make 

its use impracticable. This superior quality, spray-dried, 
whole milk, with soft curd properties is invaluable 

for use in infant feeding, or for dietotherapy in 

peptic ulcer and other special adult diets. 


The nutritional statements of this advertisement are acceptable 
to the Council on Foods and Nutrition of the A. M. A. 


These Borden Prescription Products are available at all 
pharmacies. Full detailed professional information 
gladly supplied on request. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE * NEW YORK 17, WN. Y, 
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designed for both 


the physician’s approval . . | 


the patient's acceptance . .. 


Vytinic, Bristol’s new hematinic with 
folic acid, will win both the physician’s 
approval and the patient’s cooperation. 

Its formula reflects the modern ap- 
proach to comprehensive treatment of 
secondary anemia from rapid hemoglobin 
restoration to oxygen utilization in the 
cell. It aims to replace essential factors 
certainly deficient in hemorrhagic anemia 
and frequently deficient in that of nutri- 
tional origin. 

Vytinic will win your patients’ coopera- 
tion because it is a readily tolerated liquid 
of agreeable taste and appearance — easy 


® 
Vytinic 
folic acid 
to take over long periods. It will have es- 


pecial appeal in pediatrics and geriatrics. | Each fluidounce contains: 


Ferric Ammonium Citrate, USP . ......-. 390 mg. 
Thiamin Hydrochloride (Vitamin Bi) . . . 10 mg. 


Liver extract derived from 20 Gm. 
of fresh liver 
Available in bottles of 12 oz. and 1 gal. 
Send for tasting sample 


Dosage: For adults—one tablespoonful, t.i.d., 
during, or immediately after meals. 

Children—in proportion to their age. 

The suggested daily adult dose provides 

the following multiples of the minimum daily 
requirement for adults: iron—10, 

vitamin B,—15, vitamin B,—3, plus adequate 
amounts of niacinamide, liver extract and folic acid. 


LABORATORIES INC. 
SYRACUSE, NEW YORK 
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MopverRnN DIGITALIS THERAPY... 


reduces dosage 


disability to hours! 


Simplicity of administration with 
dosage by weight and effect in hours 
—together with virtual freedom from 


locally induced nausea or vomiting 


ment of cardiac decompensation. 
Utilizing the active principle, Digi- 
taline Nativelle acts uniformly 


whether administered by mouth or 


by vein. 


Prescribed . . . for these 
5 advantages : 


1. Uniform potency by weight. 


—makes Digitaline Nativelle a prep- 
aration ofchoice wherever and when- 
ever digitalis therapy is indicated. 
In developing the first clinically- 
proven active principle of digitalis 
purpurea, Digitaline Nativelle has 2. Identical dosage and effect when given 
; intravenously or by mouth. 
provided the medical profession 
3. Virtual freedom from gastric upsets 


with a major advance in the treat- 


. Absorption and action is rapid, uni- 
form, determinable by the clock. 


. Active principle enthusiastically ac- 
cepted by leading cardiologists. 
SIMPLICITY OF ADMINISTRATION 
Rapip DIGIraLizaTION ...1.2 mg. in 
equally divided doses of 0.6 mg. at 
three-hour intervals. 


MAINTENANCE: 0.1 or 0.2 mg. daily de- 
pending upon patient’s response. 


igitaline 
Nativelle 


... active glycoside of digitalis purpurea 
(digitoxin) 


CHANGE-OVER: 0.1 or 0.2 mg. of Digi- 
taline Nativelle may advantageously re- 
place present maintenance dosage of 
0.1 gm. or 0.2 gm. of whole leaf. 


Supplied through all pharmacies in 0.1 mg. pink 
tablets and 0.2 mg. white tablets — in bottles of 40 
and 250. In ampules of 0.2 mg. (1 cc.) and 0.4 mg. 
(2 ce.)—in packages of 6 or 50. VARICK PHARMA- 
CAL CO., INC. (Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York, New York. 
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Saddle 
block 
with 


HEAVY 
NUPERCAINE 


991 


in obstetrics 


Injected intraspinally, only 2.5 mg. (1/25 gr.) 


of Nupercaine usually will block sensory im- 
pulses from the uterus and birth canal for 1% to 
3 hours. 


Heavy Nupercaine “is not only safer but more 
effective... . . The absence of any untoward 
effect upon the baby plus the minimal amount 
of trauma to the birth canal should recommend 
this form of anesthesia for vaginal operative de- 
livery; and we believe it preferable to inhalation 
anesthesia.”* 


Prepared in a single ampul, Heavy Nupercaine 
(Nupercaine 1:400 and 5% dextrose) may be 


injected without mixing and without dilution. 


@ Comprehensive brochure and bibliography on request. 


1. Schmitz, H. E., and Baba, G., Lewis Meml. Hosp., Loyola U. 
School of Med.: Am. J. Obst. & Gynec., Nov., 1947. 
2. Jorgenson, C. L., Graves, J. H., and Savage, J. E., Dept. of Obst., 
1. of Md. School of Med.: Southern Med. J., Sept., 1948. 


Heavy Nupercaine —ampuls of 2 cc. in cartons of 10. 
Sales limited to hospitals. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


NUPERCAINE (brand of dibucaine)—T. M. Reg. U.S. Pat. Off. 
2/1442M 
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FAULTY 


In conditions of faulty body mechanics, 
the nonuse of the abdominal muscles al- 
lows the pelvis to rotate downward and 
forward, bringing the sacrum up and back. 
There results an increased forward lumbar 
curve with the articular facets of the lum- 
bar spine crowded together in the back. 


The dorsal spine curves backward with 
compression of the dorsal intervertebral 
discs and the cervical spine curves forward 
with the articular facets in this region 


MECHANICS 


closer together. Therefore, chronic strain 
of the muscles, ligaments and joints of the 
spine and pelvis occurs. 


Camp Anatomical Supports have an ad- 
justment by means of which their lower 
sections can be evenly and accurately 
brought about the major portion of the 
bony pelvis. When the pelvis is thus stead- 
ied, the patient can contract the abdominal 
muscles with ease and then with slight 
movement straighten the upper back. 


Relieving back strain and fatigue due to faulty body mechanics is a feature of the 
Camp Support illustrated and other types for Prenatal; Postnatal, Postoperative, 
Pendulous Abdomen, Visceroptosis, Nephroptosis, Hernia and Orthopedic conditions. 


S. H. CAMP AND COMPANY 


JACKSON, MICHIGAN 


World's Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago « Windsor, Ontario « London, England 
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Kremers-VUntan 
ESTABLISHED 1894 
BOX 2038 
MILWAUKEE 1 
WISCONSIN 


PHYATROMINE “acts specifically to facilitate normal trans- 
mission of nerve impulses to skeletal muscles. It has proved 
markedly beneficial in: ¢ Relief of muscle spasm « Relief of pain 
due to muscle spasm ¢ Prevention, or reduction in severity, of 
deformities arising from muscle spasm. 


For patients suffering from myasthenia gravis, arthritis and 
related conditions (fibrositis, bursitis, spondylitis, muscular 
stiffness, ‘‘charley horse’’), and neuromuscular dysfunction 
due to trauma—PHYATROMINE offers a valuable aid to rapid, 
lasting relief. Many physicians use it to special advantage in 
conjunction with thermal or other physiotherapy. 


ADVANTAGES: Economy of medication; simplified drug form; 
stable solution—ready for immediate use; relative freedom 
from unwanted side-effects. Often, relief is experienced in fifteen 
to thirty minutes after injection. 


FORMULA: Each cc. of PHYATROMINE contains 0.6 mg. 
each of physostigmine salicylate and atropine sulfate. 


SUPPLIED: 30-cc. multiple-dose vials; 1-cc. ampuls, boxes of 25. 
*Exclusive trademark of Kremers-Urban Company. 


Cop pas: 
Send vial: $6: 
ri 


box of 25 
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Packages... 
Same 
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The same dependable, ethical products—VITAMINS—NUTRI- 

TIONAL SPECIALTIES so successfully used for many years 
. but completely re-designed packages to give a more ethical 

appearance and quick identity. 

Our long established “years tested” reputation for QUALITY products 

and new additions to our professional personnel assure you of a SUPE- 


RIOR line at lowest prices consistent with QUALITY. 
We shall continue to give the very best service possible. 


Our List Includes: MULTI-VITAMINS with FOLIC ACID 
VITAMIN TABLETS AND RUTIN 
CAPSULES RUTIN and ASCORBIC ACID 


Single and multiple, in various com- ~OQCQPHEROLS (Vitamin E) 


binations, including essential minerals. 
DICALCIUM PHOSPHATE, CAL- WHEAT GERM OIL 
CIUM GLUCONATE and VIOS- 


TEROL (Compressed Tablet). NUTRITIONAL SPECIALTIES 
FOLIC ACID QUAMINOS (Protein Hydrolysate Q-V) - 
FOLIC ACID and IRON BULK-LAX 


Write for Complete Information and Price List 


REMINGTON BUILDING KALAMAZOO I1, MICHIGAN 
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The New FISCHER De Luxe RF 250 Milliampere Radiographic- 
Fluoroscopic Shockproof X-ray Apparatus, featuring automatic control, sim- 
plicity of operation, economy, great durability. 

ANNOUNCING ... the new home of H. G. FISCHER & CO.--one of 
the most modern plants in the X-ray industry, now conveniently located in 
Franklin Park, Illinois, a western suburb of Chicago. New manufacturing facil- 
ities now permit greater economies of operation, which mean added advantages 
in quality, price and delivery to the purchaser. Doctors are cordially invited to 
visit the new FISCHER plant. 

For full details on the new De Luxe Model “RF 250” fill in the enclosed 
coupon, or see your local FISCHER representative. 


FISCHER & CO. 


9451-91 W. BELMONT AVE. FRANKLIN PARK, ILLINOIS 


H. G. FISCHER & CO., Franklin Park, Ill. 

Please send, without obligation, full information on: 

(0 New FISCHER De Luxe Model RF 250 Ma. Shockproof X-ray Apparatus. 

(0 Complete Line of X-ray and Physical Therapy Equipment. 

0 Small Down Payment— Low Monthly Payments— Income-While-You-Pay Plan. 


Name 


Address City 
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PLEASE 


New Slate for 49 


1948 has departed and it’s time to clean 
the slate. Let’s erase all the errors and re- 
grets of the faded old year. On our fresh, 


clean slate in the bright new year, let us 
resolve to record each day only those 
acts that we know will bring to others 
the most happiness and the greatest good. 
May the New Year bring to all our doctor 
friends an overflowing measure of peace, 
contentment and happiness—may 1949 
be a year of great opportunities and 
greater achievement. This is our sincere 
wish for you throughout the coming new 
year. 
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NEW EFFECTIVE 
HEMATINIC 


provides readily available iron for the anemia patient. 
Gastrointestinal symptoms are notably absent, since the source of 
iron in Laurium is ferrous gluconate — readily absorbed, well util- 
ized, better tolerated. 

In treatment of iron deficiency and nutritional anemias — despite 
the qualitative and quantitative adequacy of the iron prescribed — 
the conversion of iron salts to hemoglobin may be balked by ab- 


sence of necessary hemopoietic adjuncts. Laurium is fortified with 
adjunctive hematinic principles that 


promote utilization of iron 


stimulate erythropoiesis 
. correct concomitant vitamin deficiencies 


Administration—As a dietary supplement, one or two capsules daily. 
In the treatment of hypochromic or nutritional anemia, one or two capsules 


three times daily as required by the severity of the anemia and the response 
to therapy. 
Each capsule contains: 


Ferrous Gluconate . . 
Liver Concentrate (1 20) . 
(Equivalent — 4 Gm. Fresh Liver). 
Folic Acid . . ces «we 
Niacinamide 10 mg. 
Ascorbic Acid 15 mg. 
Each capsule contains approximately 33 mg. of elemental LABORATORIES 
iron—three times the Minimum Daily Adult Requirement—two Divisi . 
times the M.D.R. for thiamine, one-half the M.D.R. for ribo- Hvteliien Research Leberatestes 
flavin and ascorbic acid, with 10 mg. of niacinamide. The need Chicago 30, Illinois 


for folic acid in human nutrition has not been established. 
Laurium: supplied in bottles of 100 capsules. 


CCD 
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LOOKING 


WITH OCCY-CRYSTINE PRESCRIBERS 


Upon the occasion of the thirtieth an- 
niversary of the successful formulation 
of Occy-Crystine by a practicing physi- 
cian, the makers of this product pause 
to convey their appreciation to the many 
members of the profession—who, by their 
numerous prescriptions and voluntary 
communications over the past three dec- 
ades, have testified to its therapeutic 
efficacy and to the beneficial results 


FORWARD 


derived from personal and clinical use. 
During the years ahead, with the help 
and guidance of leaders in the pharma- 
ceutical, biochemical and physiological 
fields, and in the light of ever newer 
knowledge, we shall continue to keep 
reports on Occy-Crystine therapy fully 
abreast of the latest findings on the value 
of this saline cathartic, cholagogue, 
diuretic and sulfur- bearing agent. 


MEDICAL DIRECTOR 


1918 1948 —~ 30 YEARS YOUNG 


COLCIN 


SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine ‘Tablets 


Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein, 


no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree 


Professional Foods 
Cedar Rapids, lowa 


PAN-ENZYMES 
Send for Details on a Sound Reducing Regime and Plan 


NORMIN 
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| 
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for maintaining 


urinary 
One heaping teaspoonful provides: 
Calcium Glycerophosphate, 
1 6/10 grs. 0.10 Gm. 
+ Magnesium Phosphate, 3% ors. 0.22 Gm. 
alkal ini ty Calcium Phosphate, 3% grs. 0.22 Gm. 
Potassium Bicarbonate, 7 grs. 0.45 Gm. 

Sodium Bicarbonate, 17 grs. 1.10 Gm. 

Sodium Citrate, 48 grs. 3.11 Gm. 


during 


sulfonamide 


therapy 


‘alka-za 


‘Alka—Zane'* Alkaline Effervescent Compound gives a supply of 
different bases normally present in the body. The use of a 

variety serves to be more "natural" than administering a single 
alkali such as sodium bicarbonate. 


‘Alka-—Zane' Alkaline Effervescent Compound is a pleasant and 
efficient agent for alkalinizing the urine; in addition, it 
encourages a good fluid intake. These properties make 'Alka—Zane' 

a very useful product during sulfonamide therapy where it is 

necessary to raise the pH of the urine and insure a good fluid 
intake to prevent crystalluria. 'Alka—Zane' Alkaline Effervescent 
Compound in water produces a palatable drink that makes it 

easy to get patients to take enough fluids. 


How Supplied: 'ALKA—ZANE' Alkaline Effervescent Compound 
is supplied in 1 1-2 oz., 4 oz., and 8 oz. bottles. 
*T. M. Reg. U. S. Pat. Off. 


William R. Warner & Co., Inc. 113 West 18th Street, New York 11,N. Y. 
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New (7th) Edition---Already Reprinted! 
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Ormsby and Montgomery 
Diseases of the Skin 


By OLIVER S. ORMSBY, M.D. 

Rush Professor of Dermatology Emeritus, University of 
Illinois; Attending Dermatologist to the Presbyterian 
Hospital of Chicago. 

Long considered one of the finest books ever writ- 
ten on diagnosis and treatment of Diseases of the 
Skin, this outstanding one-volume work is now in 
a thoroughly revised, enlarged and up-to-date new 
(7th) edition. It is more than 100 pages larger 
than the previous edition and reflects recent find- 
ings of importance to the entire field of dermatol- 
ogy. More than 100 new illustrations have been 
added and many older ones deleted. There are 11 
new color illustrations, making a total of 18 in color 
on 11 plates. 


Washington Square 


1462 Pages. 


764 Illustrations on 683 Figures. 


18 Illustrations in Color on 11 Plates. 


LEA & FEBIGER 


and HAMILTON MONTGOMERY, M.D., M.S. 

Associate Pro i 

Graduate School, University of Minnesota 

The treatment of syphilis has been rewritten to jv:- 
clude the latest observations from the U. S. Public 
Health Service and leading syphilologists, especia! y 
regarding the use of penicillin. Parasitic affections 
due to plant or animal parasites have been reclassi- 
fied and rewritten. There is an entirely new a)- 
proach and more detailed description of mycology 
as it pertains to pathogenic fungi in the skin. Clin- 
ical conditions of the skin met in everyday practi e 
are described and illustrated. With few exceptions, 
the Standard Nomenclature of Diseases is employed 
throughout. 


$18.00 


Philadelphia 6, Pa. 


“A Suture for Every 


Surgical Situation” 


For nearly forty years Davis & Geck, Inc., has specialized 
exclusively in the development and manufacture of sutures. 
As a result the D&G line is so complete that it includes a 
suture of known standard and predictable behavior for 


every surgical need. D&G sutures are obtainable through 
dealers everywhere. 


DAVIS & GECK, INC. 


57 Willoughby Street Brooklyn 1, New York 
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The more than two billion 
TAMPAX tampons purchased 

in the past twelve years 

(plus extensive clinical tests*) 
bespeak the inherent safety 

of these dainty intravaginal 
cotton guards. 

They do not cause vaginitis or 
erosion, and cannot block the flow. 
The three absorbencies 
(Regular, Super, Junior) 
individualize menstrual hygiene 
—and are amazingly 
comfortable and convenient, 
and thoroughly adequate. 


*West. J. Surg., Obstet. & Gynec., 
$1:150, 1943; J.A.M.A. 128 :490, 
1945; Am. J. Obst. & Gynec., 

48 :510, 1944, etc. 


TAMPAX INCORPORATED 
PALMER, MASS. 


AOQA-19 


the, intinnal, monstual, guard, of choice TAMPAX 


Your request will bring | 

related literature and 

professional samples 
promptly. ACCEPTED FOR ADVERTISING BY THE 
OF THE AMERICAN MEDICAL ASSOCIATION 


s 
Ae | 
ee 
| 
| 
| 
| 
y | 
\ 
1 
\ | 
| 
{ 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal A.O.A. 


January, 1949 


ACTIVE INGREDIENTS 


DOCTOR... 
The distinctive cleansing 


Zinc Chloride - Menthol H i re 
Formaldehyde - Saccharine and stimulating pr operties 


Oil Cinnamon - Oil Cloves 


Alcohol 5% of Lavoris will prove e a 
% valuable adjunct to your 
treatment of inflamed or | 


atonic oral conditions. __ 


THE LAVORIS COMPANY e MINNEAPOLIS 1, MINN. 


HEMABOLOIDS: 


| 
‘Hemetinic Therapy to Meet 
Individual Requirements _ 


Presenting iron in readily assimil- _ 
able protein combination. Cause 
_ho puckering, griping, gastric up- 
sets, discoloration of teeth, or 
constipation. 


Patetable: Well 


HEMABOLOIDS wit 


Liver Concentrate 


Tablets HEMABOLOIDS 


with Liver Concentrate 


| 
AND Rew 
at SS 
VES GERM HARBORING FILM FROM MOUTH AND THRO SSF 
Tablets HEMABOLOIDS 
| with Folic Acid 
Each fluid ounce represents: 
Alcohol (by 
‘ tron (as proteinate).............+++-120 mg. 
Liver Concentrate (20:1)...........--500 mg. 
Cane sugar, glycerine, flavoring...aa...q.s. 
i, ‘ 
; Each tablet represents: 
Iron (as 35 mg. 
Liver Concentrate (20:1).............100 mg. 
ae | | HEMABOLOIDS 
Each fivid ounce represents: 
Alcohol (by 
Iron (as proteinate) mg. 
| 
7 THE ARLINGTON CHEMICAL COMPANY, vonxers 1, NEW YORK 
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MEAN Chionic Meas 


Clinical studies’**demonstrate that the results 
of inadequate dietaries are insidiously cumulative 
and may not become evident for many years. 
Many of the afflictions of old age are now attrib- 
uted to lifelong faulty dietaries and no longer 
need be the inevitable accompaniment of ad- 
vanced years. 

In advanced age the wisdom of dietaries high 
in vitamins, minerals, and protein, low in fat, and 
moderate in carbohydrate, is pointedly empha- 
sized in reported clinical studies. Liberal amounts 
of vitamin B complex and of calcium, in particu- 
lar, are important for increasing the appetite and 


for supporting the calcium integrity of the skele- 
tal structure. 

Ovaltine in milk, a delicious mu/tiple dietary 
supplement, is highly useful in the management 
of aged patients. Its multiple vitamins, its im- 
portant minerals, and its biologically complete 
protein are the very nutrients required for effect- 
ing full adequacy of even seriously faulty diets. 
The refreshing tastefulness and easy digestibility 
are welcomed by the aged. 

The rich dietary contribution made by three 
daily glassfuls of Ovaltine in milk, is outlined in 
detail in the table. 


1 Boss, E. P.: The Physiologic and Clinical Phenomena of Aging, New Orleans M. & S. J. 97:64 (Aug.) 


1944. 


2 Spies, T. D., and Collins, H. S.: Observation on Aging in Nutritionally Deficient Persons, J. Gerontology 


1:33 (Jan.) 1946. 


3 Stieglitz, E. J.: Therapy of the Aged, M. Ann. District of Columbia 17:197 (Apr.) 1948. 


*Based on average reported values for milk. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


RIBOFLAVIN 
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PHOSPHORUS ........ . 0.94Gm. VITAMIND 41710. 


| Featuring 


Ample force and volume to 
produce a vertical whirling 
motion. The air may be di- 
rected to either one or both 
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Sntroducing 


The Schanne Dual Purpose Aero-Hydro Electrode 
For Low Volt or Hydro Therapy To— 


Feet—Ankles—Hands—Wrists—and Arms 


AT LAST! A portable receptacle, for the application of Low Volt Therapy 
in combination with aerated water or as indicated. 
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compartments. 


casters. 


bedside. 


a low cost. Onl 


Write For 
Literature 


Permits application of Con- 
trast Baths (Hot or cold). 


Motor and aerator encased in 
sturdy, attractive wooden cab- 
inet mounted on rubber tired 
Lucite, 
compartment receptacle, am- 
ple for treating all extrem- 
ities. May be used on cabinet, 
floor, table, foot-stool or at 


12 E. 12th St. 


shockpruf 


y $237.50 complete, F. 
Visit Your Dealer for Complete Details 


Exclusive Agents All Countries 


The Schanne L.V.—Aero-Hydro Electrode is mobile, portable, con- 


vertible and offers maximum efficiency with minimum equipment at 


-B. New York, New York. 
American Medical Specialties Co., Inc. 


New York 3, N.Y. 


Dr. Wyse knows that a patient’s feeling 
of gratitude brings immediate payment 
IF a bill is sent AT ONCE. He knows 
that a delay in sending a bill can make 
a bad debt and lose a patient. Some 
patients can’t or won’t pay until the 
end of a month. So, Dr. Wyse sends a 
business-like statement at that time and 
another every month. He has practically 
NO collection problem. 


Yy > Y, 


STATIONERY 


HISTACOUNT PRODUCTS 
-PRINTING - 


RECORDS + FILES & SUPPLI 


DR. VERRIE WYSE 


COLLECTS 


BY USING BILLS AND STATEMENTS 


te the Professions | 


NEW YORK, N. Y. 


IN FULL 
ON TIME 


COLLECTION COSTS ARE TINY 
Although Dr. Wyse’ bills and state- 
ments are nicely printed on specially- 
made “HAMMERMILL” bond they 
cost him ONLY $4.25 for each 1,000! 
That’s what we charge and his other 
stationery costs him just as little. What 
are YOU paying? Are you satisfied? 


FREE SAMPLES AND CATALOGUES 
Samples of Dr. Wyse’ stationery and copy 
of BIG catalogue, illustrating, describing and 

ricing ALL items used in doctors’ offices, 
is yours on request. No obligation. 


NC. 


15 E. 22nd St., New York, N. Y. 


copy of your BIG general catalogue. 
Dr. 


PROFESSIONAL PRINTING CO., INC. i 


ES 


Please send me samples of stationery and 4 
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anteeniJELLY 
HEXYLRESORCINOL 


Lanteen Jelly is a combination of — - 


powerful spermatocidal. agents, 


including hexylresorcinol, the most 


potently bactericidal and least toxic of 


the alkyl substituted resorcinols,! 
described by Goodman and Gilman 


as “‘an effective and harmless 


contraceptive.” 


Ethically promoted — advertised 
only to the medical profession. 


Physician's package 
will be sent 
upon request, 


RAPIDLY SPERMATOCIDAL. In a comparison of virtually all available jellies, 
Becker and Gamble found that Lanteen, the only jelly tested containing 
hexylresorcinol, destroyed sperm in the shortest time interval recorded.* 


NON-IRRITATING. Clinical tests indicate that Lanteen Jelly is actually 
soothing to inflamed, infected and irritated membranes. 


. Leonard, V.: J.A.M.A. 83:2005 (Dec. 20) 1924. 

2. Goodman, L., and Gilman, A.: The Pharmacological Basis of Thera- 
peutics, MacMillan, 1941, p. 675. 

3. Becker, B., and Gamble, C. J.: The Spermicidal Times of Contracep- 

tive Jellies and Creams, Human Fertility, 11:11 (Dec.) 1946. 


anteen 


LANTEEN MEDICAL LABORATORIES, INC. 
900 N. Franklin Street, Chicago 10, Illinois 


FOR MAXIMUM SPERMATOCIDAL EFFECTIVENESS 
as 
“hey 
| 
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An Institution Dedicated to Medical 


Service for Humanity 


AND NOW —with the completion of a sec- 
ond addition and the installation of greater 
facilities for diagnosis—the Ottawa Arthritis 
Sanatorium and Diagnostic Clinic of Ottawa, 
Illinois, takes another step toward realizing 
its objective of becoming 


The Outstanding Osteopathic Diagnostic 
Center of the United States 


During the past sixteen years, patients from 
every state in the Union, Canada and Cuba 
have received the advantages of a most thor- 
ough and detailed diagnosis. Our augmented 
facilities make this diagnostic consultation 
service available to an even greater number of 
osteopathic physicians. 


All treatment under the direct supervision of the Founder and Director, 
E. C. Andrews, D.O., and the Chief of Staff, C. R. Nelson, D.O. 


YOUR INQUIRIES ARE INVITED A REGISTERED OSTEOPATHIC HOSPITAL 


Ottawa Arthritis Sanatorium 


and Diagnostic Clinic 
of 


Ottawa, Illinois 
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Dermatologists have observed that lack of sun- 
light aggravates the lesions of psoriasis. This may 
account for patches appearing on the parts which 
are covered with clothing and hair. 


Short, dark days and heavy winter clothes keep 
out the beneficial sunlight. Psoriasis is likely to 
get worse at this season. Prompt treatment with 
RIASOL may be counted on to help clear these 
unsightly lesions. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust to 
patient’s progress. 


RIASOL is ethically promoted. Supplied in 4 
and 8 fid. oz. bottles, at pharmacies or direct. 


Mail coupon for your free clinical package. 
One trial will convince you of RIASOL’S value 
as an antipsoriatic. 


MAIL COUPON TODAY 
TEST RIASOL YOURSELF 


Riasol Treatment 


After Riasol Treatment 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOI 


JAOA—1-4 
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SKULL TRACTOR 


Stainless Steel 


Two arms articulated so they can be opened 
and closed by means of a turnbuckle. Drills 
are of different length, adaptable to both 
children and adults. 


No. 405 
Complete with 
two drills and 
wrench. $55.00 


Your Professional 
Card will bring 
you a DePuy 
Fracture Catalog. 


50 Years of Service to the Profession. 


DE PUY MFG. CO., Warsaw, Ind. 


AOA 1-49 


No. 10 


No. 10 10” x 3%" x 5” 

No. 12 12” x 4%" x 
No. 12 W. H. 12” x 4%" x 542" 
No. 14 W. H. 14” x 5%" x 642" 


1G. KRUSE & CO. 


Made of genuine 

No. 12 cow-hide leather, 
with water-proof lin- 

ing, KRUSE utility kits 
answer every physician's 
need for a small bag to hold 


special instrument units, syringes, 


dressing, etc. 

Kruse Utility Kits come in three 
convenient sizes to fit your special 
requirements, can be carried under 
arm or equipped with handles. 
Write for the name of your nearest 
deoler. 


800 McCARTER HIGHWAY 
NEWARK 5, NEW JERSEY 


Gelatine’s effective hematopoietic 
action in 


NUTRITIONAL ANEMIA 


Hemoglobin is a conjugated protein and depends 
upon a liberal dietary source of protein for its 
production in the treatment of anemia. 

Knox Gelatine U.S.P., which is made exclu- 
sively of selected bone stock, has a good proportion 
of the amino acids found to be of hematopoietic 
value. One ounce of Knox unflavored gelatine 
daily, in divided doses with meals, taken in water, 
fruit juice or milk and in conjunction with suit- 
able iron medication, has been found of value in 
nutritional anemia. 

Knox unflavored Gelatine U.S.P., un- 
like the ready-flavored gelatine pow- 


ders, is all protein, no sugar. So it is 
well to specify Knox by name. 


S. P. 
LL PROTEIN «NO SUGAR 
MO FLAVORING 
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The presence of this seal indicates 
that all nutritional statemgnts in 
this advertisement have been 


found acceptable by the Council - 


on Foods and Nutrition of the 
American Medical Association. 
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The rewards 


of this dietary 


adjustment are 


To tue person who habitually skimps on breakfast, 
or skips this meal entirely, a well balanced, adequate morning meal can 
quickly prove beneficial. A breakfast providing one-fourth to one-third 
of the daily nutrient and caloric needs improves morning physical stamina 
and mental acuity. It also enhances the opportunity of the other two meals 
of the day to complete the satisfaction of nutritional requirements. 
It is estimated that literally millions of children and adults will 
benefit from this simple dietary adjustment. 
A good base on which to plan the morning meal is a widely 
acclaimed basic breakfast pattern consisting of fruit or fruit juice, breakfast cereal, 
milk, bread and butter. An important main dish of this breakfast is the 
cereal serving, consisting of cereal, milk, and sugar. 
The tables show the well balanced nutrient contributions of the 
cereal* serving and the basic breakfast pattern. Economy, tastefulness, 
and variety characterize both of them. 


Orange jvice, 4 fi. oz.; CALORIES 


BASIC BREAKFAST TOTALS supplied AMOUNTS supplied 


by Basic Breakfast by cereal serving 


Ready-to-eat or 
Hot Cereal, 1 


Whole Milk, 4 fi. oz.; 


NIACIN 2.3 
ASCORBIC ACID.. 64.8 mg. 
*Composite average of all breakfast cereals on dry weight basis. 


CEREAL INSTITUTE, INC. 


A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED 
TO THE BETTERMENT OF NATIONAL NUTRITION 


135 South La Salle Street + Chicago 3 
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PROTEIN 
| CALCIUM. .......0.465 Gm. 0.156 Gm. 
PHOSPHORUS... 488 mg. 206 
Sugar, teaspoon; |RON........... 3 mg. 
Toast (enriched, VITAMIN A...... 10741. U. 193 1. U. 
| white), 2 slices; THIAMINE....... 0.52 mg. 0.17 mg. 
| Butter, 5 Gm. RIBOFLAVIN. .... 0.87 mg. 0.24 mg. 
| 1.4 mg. 
| 
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CTIC-ACID THERAPY | 


WITH SOUR LACTIC MILK OR BULK LAXATIVE WITH WHEY 
—»>USE CHOICE No. |; When bulk laxative is indicated. Contains dried acidophilic 
whey, a hydrogel gum and mag. trisilicate. 
—>»USE CHOICE No. 5-B im constipation as in diarrheas and other types of colonic 


problems. 
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5-B solution converts sweet milk instantly into lactic sour, 
fine-curd milk. 


DEPT. (AO) 


Quotation and 
Literature by 


request 


BIO-FOOD PRODUCTS} 


“DETROIT 6, MICH. 


DUODENAL-GASTRIC ULCER 


Treatment: Antacid Rx:—CA-MA-SIL Powder. 
2 tspfis. before and after meals upon retiring. 


Clinical observations of the merits of CA-MA-SIL Antacid Powder are con- 
vincing in the treatment of excess gastric hyperacidity associated with DUODENAL 
and GASTRIC ULCER. Successful management with CA-MA-SIL assures the 
patient of 3 nearly normal meals, prompt relief, and aids rapid healing. The 
longer neutralizing period makes it especially effective in Duodenal Ulcer Therapy.* 


A SPECIAL Magnesium Silicate Development (new in chemistry) for treatment 
of Duodenal-Gastric Ulcers. 


CA-MA-SIL is available at prescription pharmacies in % oz., 6 0z., and special 
5 Ib. hospital size. 


Send for clinical supply 


CA-MA-SIL COMPANY, 700 Cathedral Street, Baltimore 1, Md. 
*ALSO UNEXCELLED FOR NAUSEA OF PREGNANCY. 
*DOES NOT INDUCE ANOREXIA—CONTAINS NO SODA—NO ALUMINUM HYDROXIDE 
PRESCRIBED BY PHYSICIANS EVER 


—QUTSTANDING IN EFFICIENCY. ({it) 
APPEARANCE DURABILITY q 


28 
1 J ‘a 
. 
tha 
Ua 
2pecianzing in tne Manuracture of Electrotherapeutic Apparatu 
‘2 For Information, Write: TECA CORPORATION, 220 W. 42 St., New York a 
Write: York 18, N.Y. 


Journey 1989 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


1949 PROFESSIONAL LISTING 
OF 


A wide range of high quality, moderately priced VITAMIN, MINERAL, AMINO 
ACID, LAXATIVE, ANTACID, B-ACIDOPHILUS, ANTI-ANEMIA and NUTRI- 
TIONAL SPECIALTY preparations in CAPSULES, TABLETS, POWDERS and 


LIQUIDS. 


FOUR IMPORTANT REASONS FOR CAREFULLY 
CONSIDERING OUR PRESENTATION 


1—ONLY TOP QUALITY PRODUCTS ARE OFFERED BY US. 
2—THE CAREFUL FORMULATION AND BALANCE ARE ESSENTIALS. 


3—FAST, DAILY SHIPMENTS ARE MADE ONLY DIRECT TO YOU OR ON YOUR 
ORDER. NEVER TO DEALERS NOR MIDDLEMEN. 


4—THIS INSURES COMPLETE ETHICAL PROTECTION FOR YOUR PRACTICE, 
AFFORDS BETTER PRICES TO YOU AND A BETTER ETHICAL DISPENSING 


ARRANGEMENT. 


TESTING PACKAGE FREE UPON REQUEST 


ETHICAL SPECIALTIES COMPANY 


326 W. KALAMAZOO AVE. KALAMAZOO I!, MICHIGAN 


a 
| 
= 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Jeunel 4.0... 


‘ 


PROVE CAMEL 


Test for yourself 
what throat specialists 
reported when a 30-day 
smoking test revealed: 


“NO THROAT 
IRRITATION 


due to smoking 


CAMELS!” 


MAKE YOUR OWN 30- 
DAY CAMEL MILDNESS 
TEST. Snoke Camels, and 
-only Camels, for 30 days. 
Prove for yourself how mild 
Camels are! 

Hundreds of men and 
women, from coast to coast, 
recently made a similar test. 
They smoked an average of 
one to two packs of Camels a 
day for 30 days. Their throats 
were carefully examined by 
throat specialists. And after a 
total of 2470 examinations — 
these throat specialists re- 

. ported “not one single case of 
R. J. Reynolds Tobacco Co., Winston-Salem, N. C. eens) throat irritation due to smok- 
According to a Nationwide survey: But prove it yourself... in 
: your “T-Zone” (T for Taste 


= and T for Throat). Let YOUR 
MORE DOCTORS SMOKE OWN TASTE tell you about 


CAMELS THAN ANY \ ins 2 the rich, full flavor of Camel’s 


choice tobaccos. Let YOUR 


OTHER CIGARETTE OWN THROAT give tie 


good news of Camel’s cool, 


Doctors smoke for pleasure, too! And when os cool mildness. 
three leading independent research organiza- 

tions asked 113,597 doctors what cigarette they 

smoked, the brand named most was Camel! 


ESS 
- 
3 
; 


The Journal of the 
American Osteopathic Association 


PUBLISHED MONTHLY BY THE AMERICAN OSTEOPATHIC ASSOCIATION 


Vol. 48, No. 5 


212 East Ohio St., Chicago 11, Ill. 


CopyricHuTt, 1949, py AMERICAN OsTEOPATHIC ASSOCIATION 


January, 1949 


The Management of Angina Pectoris as an Illustration of 
the Basic Principles of Therapy* 


L. C. CHANDLER, B.Se., A.M., D.O. 


One of the commonest traits of human beings 
is their propensity to hunt for explanations for what 
they observe. Finding an explanation consists essen- 
tially in detecting some law or some general principle 
at work, in the specific instance, which has been proved 
in science or in connection with other phenomena. We 
get satisfaction from finding such principles because 
they seem to reduce the complexity of the world around 
us and give us a unifying element which runs through 
the diversity of the experiences that engulf us. Insofar 
as our grasp of principles is correct, we find protection 
against half truths and against choosing the wrong 
course in our actions. Our knowledge of principles 
gives us conviction of the soundness of our decisions 
and assists us in planning our activities. 


The following basic concepts concerning life 
throw light upon certain practical principles that con- 
cern the physician. To begin with, at least on this 
planet, life, wherever we see it in operation, seems to 
be always the same. Its activities are channeled 
through the most innumerable varieties of form but 
its processes, wherever they can be observed, conform 
to one purpose. There seems to be just one law which 
we see always at work: Life must go on. To fulfill 
this law, life perpetually builds new forms through 
which it may manifest itself, varying them through 
the eons of time to make it possible for life to carry 
on in more and more diverse environments. No longer 
is life limited to microscopic forms in the slimes at 
the shores of warm primeval oceans. Fungi and bac- 
teria, fern, tree, protozoa, coelenterates, mollusks, free 
swimming fish, birds, mammals, man—for each life 
has built a form suited to the place and circumstances 
in which it shall live. And in each species, as it rises 
in the scale of life, the individual becomes more capable 
of surviving and thriving under an increasingly greater 
variation of its environment because of the particular 
Structure it has acquired. 


Each species has been provided—or has provided 
itself—with a structure suited to the environment 
which moulded its evolution and with which it will 
have to meet its needs in order to survive—fish with 
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gills to live in water, man with lungs to live in an 
ocean of air. Thus we see emerge the concept of the 
basic importance of appropriate structure as necessary 
for existence, a concept that could be illustrated by 
observations almost without number for each indi- 
vidual living form. 

With this introduction, I wish to recite (slightly 
paraphrased) several chapter titles from the book 
which, 40 years ago, introduced me to a philosophy 
of the healing art so superior to the best I had found, 
or have found, in my scientific browsing, that I went 
to Los Angeles to begin the study of osteopathy. The 
book was “Studies in the Osteopathic Sciences: Basic 
Principles,” by Louisa Burns, D.O.' The titles are 
these : 

1. Normal structure is essential to normal function. 

2. Normal function is essential to normal structure. 

3. Normal environment is essential to normal 
function. 

4. Nothing of benefit can be added to the normal 
environment of the normal cell. 

5. Nothing better than its normal environment 
can be given to the injured cell. 

6. Abnormal function is indicative of either ab- 
normal structure or abnormal environment. 

7. Disease symptoms are altered activities of the 
body, developed in the attempt to make adjustment 
to disease-producing influences. 

8. The normal body has a habit of health toward 
which it persistently reverts (homeostasis). 


These principles are here stated so simply that 
they seem self-evident to most of us but a full develop- 
ment of any one of them would lead us into many 
considerations. When we say “normal structure,” foi 
example, or otherwise use the word “normal,” we 
open up a difficult field of definition. We can say, 
however, that when we are considering the conformity 
of a structure to normal in a particular case, it is 
necessary to consider it from the standpoint of the 
proper design of the parts making up the whole ma- 
chine, the proper chemical composition of each indi- 
vidual part, the possible distortion of the proper design 
because of damage to any part, the improper adjust- 
ment of the individual parts which themselves may 
be of normal structure, and the effect of abnormal 
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wear and stress upon the individual parts. Utiliza- 
tion of the dependence of normal structure upon nor- 
mal function is grievously neglected in ordinary 
practice as well as we know the basic fact. A structure 
wastes when it is not adequately used. A structure 
takes on modified form according to the manner in 
which it is used. Continued proper use is the basis 
of maintaining a normal structure. 

The term “environment” will suggest to every 
physician a great diversity of influences, but seldom 
will he build a complete picture of what constitutes 
the environment of man until he gives special thought 
to it. Our environment includes not only the air we 
breathe and in which we are immersed, its temperature, 
humidity, and motion; not only the force of gravity 
that gives us stability; not only the food we consume 
from our available supply; the clothes we wear, the 
shoes that encase our feet, the chairs in which we 
sit and the beds in which we sleep; not only the cosmic 
rays, radioactivities, ultraviolet radiation, terrestrial 
electrical influences, and ordinary sunlight that play 
upon us; but also the noises, and the other living 
forms with which we must compete, the music we 
hear, the contention or contentment, hate or affection, 
ideals, religious concepts, sexual stimuli, and mass 
psychology to which we are exposed. We are im- 
mersed in an ocean of influences, inconceivably com- 
plex, to which we must make our responses so that 
we may live. As one poet? has written, “And yet, 
some Thing that moves among the stars, and holds 
the cosmos in a web of law, moves in me too.” It 
may be that the unknown power the poet wrote of 
was only, the force of gravity with which we must deal, 
skillfully or unskillfully, every moment of our living, 
or it may have been some subtler influence for which 
we have not yet evolved methods of detection. 

When Dr. Burns wrote of the habit of health, 
I do not believe the word “homeostasis” had yet been 
coined to describe the steadying influence that keeps 
all of our vital processes at work in a certain state 
of balance. The idea that the failure of homeostasis 
and the origin of disease might be due to some defect 
in the structure of the body machine rather than to 
some external cause never had clear expression until 
A. T. Still expounded his principles. If one will apply 
the concept of abnormal structure to the alteration of 
the histological neuron patterns in the central nervous 
system, which seems to be indicated by the work of 
Dr. Burns,* one has a comprehensive approach to the 
understanding of disturbed function as dependent upon 
altered structure which is unique among those who 
profess to practice the healing art. Altered structure 
changes the actual environment in which the cells must 
live whose activities constitute our life. 

Properly applied, these principles will give to the 
physician a substantial guidance which is lacking in 
the practice of medicine as it is ordinarily conducted. 
Certain concepts must be clearly kept in mind however, 
to make them usable. It is necessary to remember 
at the same time, some widely separated ideas. First, 
we are interested in the survival and well-being of 
the individual as a whole. Second, the individual will 
be efficient or not according to the state of the several 
tissues and organs composing his body and the proper 
integration of their activities through a structurally 
normal nervous system. Third, each tissue or organ is 
dependent upon the structural and chemical integrity 
of its cells for proper functioning. Fourth, the several 
organs and tissues of the body are not all of equal 
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importance to the survival of the individual as a whole. 
Some may be sacrificed with but little threat to the 
individual. Fifth, our therapeutic thinking depends 
ultimately on the vividness with which we can visualize 
the cellular environment and individual vital activity 
of the cells in our body tissues. 

A most important decision, when faced by any 
clinical problem, is to determine whether the patient's 
condition is still in a stage where self-reparative pro: - 
esses are possible if proper conditions can be restore:|, 
or whether the patient’s tissues or organs have suffere«| 
such damage that the recovery mechanism is too ser 
ously disrupted to effect repair and treatment mu 
be essentially palliative. The decision is not a simp! 
one. It depends on the physician’s familiarity wi 
the pathology of a great number of varied conditio: 
and his clear understanding of the usual course « 
the disease present. Particularly, the osteopathic ph) - 
sician must observe the presence or absence of stru-- 
tural deviations that may obstruct the natural cour-« 
of recovery and thus affect prognosis. It is only prop: r 
to state that enough investigation has been conduct. 
to justify our modifying the teachings of orthodox 
pathology and assuming the existence of a certain 
capacity for recovery from organic tissue change 
which is not conceivable without an understanding «/ 
certain osteopathic findings and an appreciation of tlie 
possibilities of nutritional therapy. 

Insofar as we are able to place cases in the re- 
coverable group, we can feel assured that if we remove 
obstructions to nature’s reparative processes and supp|y 
adequately a proper environment, recovery may be 
expected. Our treatment must try to restore structural 
conditions in the body to as fully a normal as possible 
in all essential parts, must supply a comprehensively 
correct nutritional program and provide a set of 
wholesomely motivating emotions. In the second group, 
there is included a range of pathologies so great and 
a diversity of the therapeutic agencies that may be 
proposed for use so confusing that one almost despairs 
of rational procedure and is forced to a largely em- 
pirical judgment. One ancient dictum however should 
ever be in mind in treatment: Primum non nocere— 
First, do no harm. 

The only way to appreciate what has been said 
above as to the application of basic principles is to 
take some specific clinical problem and illustrate the 
procedure. We may choose for example, a case of 
angina pectoris where the patient is suffering chest 
pain dependent upon intervals of myocardial ischemia 
and not a pseudo-angina from nerve root irritation. 
The patient is presumed to be one who is subject to 
attacks of middle or upper substernal pain with ref- 
erence of the pain into the left shoulder or arm or 
into the neck, the attacks of pain being excited by 
some increased demand on the circulation, either from 
emotion or from physical effort, and the spell of pain 
usually passing away (at least in the early stages of 
the condition) after a few moments of rest. It is 
presumed that the case has been studied in such a way 
as to eliminate any demonstrable degree of cardiac 
pathology and that as definitely as possible, coronar) 
artery disease has been excluded. It is to be remem 
bered that this discussion does not presume to formu 
late a comprehensive program of treatment for angin 
pectoris or even to mention all of the many possib’ 
agencies: for example, surgery and the antithyroi! 
drugs. It is presented simply to illustrate the priv- 
ciple of rationalizing a therapeutic approach. Angi: 
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is Chosen because there is practically universal agree- 
ment upon what the immediate background of the 
pain is. 

Whatever produces the condition within the heart 
which results in the development of this pain, prac- 
tically everyone agrees that it is dependent upon lack 
f sufficient blood in the heart muscle to meet its 
functional needs. Whether the chemical mechanism 
of pain production depends upon an insufficiency of 
xygen from inadequate influx or an accumulation of 
metabolites from inadequate flushing of the myocardial 
issue is not certain. A recent consideration of the 
possibility of the origination of the pain in sensory 
nerve endings in the coronary arterial walls is not 
utilized in this discussion. There is general agreement 
that the immediate need to secure relief is to get more 
blood into the heart muscle at times when the attack 
is impending or has appeared. 

It will be interesting to recite three methods of 
approach to such a case. These we may call (1) a 
routine medical approach, -(2.) a routine osteopathic 
management and finally (3) an individually rational- 
ized management of the case. 

The patient with the type of case implied usually 
will not be suffering any pain when he comes to the 
doctor’s office. In giving his story he will make quite 
evident the fact that the pain is related to circulatory 
strain, that it is paroxysmal and short-lived, that it 
comes on with great consistency in the presence of 
certain particular conditions, that it is a source of 
great distress and anxiety to him and is causing him 
concern over carrying his necessary responsibilities. 
Without any particular study of the case, practically 
any M.D. would prescribe the use of nitroglycerin, 
always to be taken at once when an attack of pain 
begins to develop. He may then, having provided the 
patient with almost certain temporary relief, make 
some further cardiac study which will usually have 
negative results. If the patient is overweight he prob- 
ably will be encouraged to reduce conservatively. He 
will probably be ordered to lighten his work and 
perhaps to take a period of rest. If the patient is 
hypertensive he is likely to be given a slow acting 
vasodilator to try to reduce the average level of his 
blood pressure (the logic of which we will refer to 
later) and if he is in the class that has some tendency 
to nocturnal dyspnea he will probably be given amino- 
phyllin or one of the related drugs. If the doctor thinks 
the heart is weak, he may prescribe some form of 
digitalis and with it some form of theobromine deriva- 
tive to neutralize the supposed coronary constrictive 
influence of digitalis. 

I believe that it would be an unusual physician, 
usually a cardiologist, who would go any further than 
this in his treatment. The curious thing is that almost 
everything prescribed could be decided on with no 
reasoning concerning the mechanisms responsible for 
the particular patient’s complaint, because it is so 
nearly routine and highly empirical. When the nitrites 
were first used in treating angina pectoris, about 80 
years ago, the theory was that the benefit came from 
lowering blood pressure and they were prescribed in 
lieu of venesection.* It was not discovered until later 
that they operate by relaxing the spasm of the coronary 
arteries which is presumed to be the event which is 
immediately responsible for the chest pain. Practically 
everything else recommended, whether reasoned or not, 
also tends to favor a better supply of blood to the 
heart muscle through the coronaries and is really 
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attacking the problem on the basis of improving the 
cellular environment of the heart muscle cells. 

Standard treatment for many conditions which 
has evolved from the sharing of experiences by in- 
numerable physicians and which is effective with a 
considerable degree of regularity will be found, when 
fully analyzed, to strike at some rather fundamental 
factor in the initiation or perpetuation of the complaint 
or disease. It becomes the accepted empirical medical 
treatment because it works so often and if it happens 
to fit closely the needs of the case for which it is 
prescribed, the physician gets symptomatic relief with 
a large number of patients without much mental effort 
on his part. This is why the medical profession gives 
as high a degree of satisfaction as it does. The gen- 
eral practitioner can learn to handle a large proportion 
of his practice in this empirical way. When one phy- 
sician fails to make the right prescription, the patient 
after awhile moves on to another who may make a 
slightly different selection from the several possi- 
bilities and chance upon one that is sufficiently appro- 
priate to give satisfaction. 

Let us suppose that a patient presenting an 
identical history comes into the hands of a good general 
practitioner of the osteopathic school. Assume that this 
physician belongs to the group which resorts to no 
medical adjuncts for symptomatic relief. Most osteo- 
pathic physicians, I believe, do a variety of things 
for their patients in addition to giving osteopathic 
manipulative treatment and the probable other things 
may be recited briefly. The patient will probably be 
advised regarding adequate rest, diet to reduce weight 
somewhat if overweight and to eliminate flatulence, 
a light evening meal if the patient has any trouble 
at night, possibly some vitamin reinforcement for the 
general nutritional state, and specific advice about 
avoiding the things which touch off spells of chest 
pain. When it comes to the manipulative treatment, 
there is going to be a great variety of procedures and 
explanations with different osteopathic physicians but 
they all will hinge upon the idea that certain vertebral, 
rib, or other structural disturbances modify the in- 
nervation of the heart in such a way as to disturb 
the regulation of blood flow so as to render the heart 
subject, more easily than normal, to coronary con- 
striction. 

By experience the physician knows, and it is true, 
that manipulation which restores a more normal state 
to the muscles, ligaments, and osseous structures 
through the upper dorsal and cervical areas of the 
spine often completely eliminates the susceptibility to 
the attacks, sometimes even without the other simple 
things that have been suggested. If the osteopathic 
physician has handled very many true angina pectoris 
cases, he will have learned that sometimes there is 
an irritability of some of the upper dorsal segments 
that makes it easy to induce serious attacks while the 
patient is receiving the treatment. This only proves 
that the particular treatment given was inappropriate 
even though it was strictly manipulative and that 
manipulative treatment must be used with discretion. 
But in the main, benefit is given, sometimes complete 
relief. 

We will not discuss here how the osteopathic 
lesion is a factor in the development of angina because 
too much of what we would have to say would be 
purely theoretical, but we should emphasize that in 
conjunction with administering his treatment, the good 
osteopathic physician will impart a great degree of 
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reassurance to the patient and a disturbing emotional 
factor, which is so often prominent in these cases, 
may be greatly reduced. This will be particularly true 
if the patient falls in the essential hypertension group. 
It is worth reciting that a recent medical journal’ 
reported the results of the use of a group of blood 
pressure lowering agents, including the several nitrites ; 
the observations were carried out in some 60 cases, 
with careful controls. The best results were secured 
from the use of placebos. Even phenobarbital with 
its general quieting effect gave less benefit. The 
authors’ conjecture was that probably the mere con- 
tact with the physician gave the patient reassurance 
which may have been the most potent of the thera- 
peutic influences at work. 


It is unfortunate that we have so few adequate 
published reports of the osteopathic care of cases of 
this type because it is my feeling that the record of 
benefit given would be surprisingly favorable. This 
I consider true in genuine angina pectoris which is 
not to be confused with pseudo-angina. The latter, 
and its relation to spinal nerve root irritation is well 
recognized medically... On the basis of his experience 
and the traditional experience of his profession in 
angina pectoris, the osteopathic physician is usually 
thinking of structural changes which cause irritations 
that affect the cardiac innervation unfavorably and 
with that concept he goes to work. Unfortunately 
when his approach is inadequate and the patient be- 
comes worse, because he is a member of a school 
lacking the great prestige of old-school medicine, his 
whole procedure is discredited. It is in the group of 
cases which fail to respond that a more vivid rational- 
ization of the whole situation might have been 
successful. There are many cases in which his treat- 
ment merely supplemented with orthodox use of 
nitroglycerin to control the attacks, would have af- 
forded him an opportunity to accomplish certain basic 
improvement in the patient’s cardiac condition. 

It should probably be interposed at this point, 
that there are many physicians who neither have the 
studious inclination, nor a clientele of people intelli- 
gent enough to cooperate fully nor the time to carry 
out in elaborate detail, the type of analysis implied 
when we speak of an adequately rationalized case 
management. It probabiy.is proper also to reiterate 
that many patients seem to get along quite well 
(though not as well as they might ideally) on the 
somewhat empirical treatment that has worked out 
for general use. Lincoln made the statement that the 
Lord must have loved the common people because 
he made so many of them. It seems also that He 
provided that there should be evolved a common treat- 
ment for the common diseases because there are so 
many cases of them. Because human beings resemble 
each other so much more overwhelmingly than they 
differ from each other and because the environments 
in which the people in any one community live do 
not vary extremely, such stereotyped treatments for 
run-of-mine illnesses do develop. But individual cases 
of the same disease do differ. 


One factor that does make people differ one from 
another in the matter of disease, is the occurrence of 
accidental osteopathic lesions from the mishaps of 
daily living. This makes the osteopathic physician’s 
management of any disease possess a certain element 
of individualization because he recognizes the differ- 
ences that exist between one person’s problems and 
those of his neighbor, due to these lesions. 
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When our hypothetical patient comes to the 
rational osteopathic physician who sets no limit on 
the therapeutic procedures he will use except that 
they be for the patient’s best interests, not today or 
tomorrow, but for the longest life span that is possible, 
this physician’s first thought will be as to whether 
immediate palliative treatment is needed to carry th 
patient along until more basic therapeutic aims may 
be accomplished. This need will be determined by 
the severity of the attacks that the patient suffers 
and the frequency and ease with which they are pre- 
cipitated. There will be cases where the use of nitro- 
glycerin routinely at the very onset of each attack 
of pain will be essential to maintain the patient’s con 
fidence while the case is studied. 

The next question is to determine by minute study 
of the case whether there are confributory pathologie: 
of any of a varied group which are contributing to 
the difficulty and whether those pathologies are remedi 
able so that ultimate significant improvement may be 
anticipated, or whether the pathologies are irreversible 
Personally, I am convinced that the tendency is t 
place far too many cases in the irreversible group anc 
to resign oneself to symptomatic treatment. This i: 
due to a knowledge of medical pathology withou' 
understanding certain important osteopathic and nutri 
tional concepts. For this reason, it is my feeling that 
an osteopathic physician should undertake every case 
even though it requires temporary relief by palliative 
treatment, with the idea that by adequate care he is 
going to do something of substantial benefit for th« 
patient. However, he must constantly guard agains‘ 
the deceptive influence on the patient’s thinking that 
comes from the use of palliatives. Patients are too 
prone to accept them as giving genuine benefit instead 
of only temporary aid. 

With a little elaboration now, I want to suggest 
the thinking of this rational therapist. His immediate 
thought, after he has taken care of the symptomatic 
phases of the problem, is the need of the cells of the 
myocardium for blood of the proper character at all 
times. He searches for some defect, in the machine 
we call the body which may be responsible for the 
blood flow being shut off instead of increased, at the 
moment some extra demand is placed upon the heart ; 
or for the cause of a failure of augmentation of blood 
flow in response to the new need. 

Many possibilities occur to him which may appear 
singly or in combination. The three major origins of 
a cardiac ischemia may be stated as follows: 

1. Some pathological change in the coronary 
arteries themselves, or an abnormality in their regu- 
lation 

2. Some inefficiency of the myocardium which 
results in its inability to bring about an adequate 
coronary circulation though the vessels themselves are 
not significantly involved 

3. The failure of the héart to circulate enough 
blood through the coronary arteries because there is 
an inadequate return of blood to the right side of the 
heart due to some peripheral problem involving the 
general circulation. 

In most attempts to analyze these cases, attention 
is concentrated on the coronary vascular problem too 
exclusively. It is known that large numbers of indi- 
viduals who have had angina pectoris, and have died 
either from intercurrent disease or from fatal attacks 
of angina pectoris itself, present on autopsy practi- 
cally no demonstrable change in the coronary arteries 
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This may not be the rule but it happens with such 
frequency that one must give it attention. 


It must be remembered that unless the left ven- 
tricle pumps enough blood into the ascending aorta 
with each heart beat and unless the vasomotor ad- 
justment is such that a reasonable degree of blood 
pressure is maintained in the aorta, the coronary 
arteries will not carry an adequate amount of blood 
through the heart muscle, however normal the cor- 
onaries may be or however well they are regulated. 
Such a failure of the left ventricle to maintain adequate 
aortic pressure may be due to myocardial weakness 
from acute or chronic toxemias of bacterial origin, 
from degeneration caused by nutritional deficiencies, 
from tachycardias or arrhythmias. Inability of such 
a handicapped heart to respond promptly to increased 
demand may precipitate angina. Treatment may need 
to be directed toward the heart itself. It may require 
nutritional, antibacterial, supportive, or - osteopathic 
manipulative measures. There may be, however, a 
vicious cycle in which the-fault in the myocardium 
may be in part due to the very same inadequate cor- 
onary blood flow that comes from the failure of the 
left ventricle to discharge enough blood with each 
heart beat. 


On the other hand, the whole vicious cycle may 
be, and often is, found to begin with an inadequate 
return of blood from the abdomen and lower extremi- 
ties. The vessels of the abdominal organs in such 
cases may contain too much pooled blood. Kerr** has 
proved that a surprisingly large proportion of indi- 
viduals complaining of angina pectoris can be entirely 
relieved by correcting this pooling of blood and its 
failure to return to the heart due to poor tone of 
the abdominal muscles, poor use of the diaphragm 
and thoracic muscles in breathing, and a generally 
poor postural status. The development of proper 
breathing mechanics and the cultivation of really ade- 
quate postural habits, aided by the temporary use 
of a properly fitted abdominal belt, have completely 
relieved the angina and restored health to several 
hundreds of his patients. Todd® of England has re- 
ported the same results in cases that eminent cardiolo- 
gists had diagnosed as impending terminal coronary 
disease. This form of treatment is not effective, and 
may be harmful, unless the patient presents ptosis and 
diminished mobility of the diaphragm. 


This postural and belt treatment with breathing 
re-education is not merely dependent upon the proper 
return of blood to the heart with a resulting mechanical 
assistance to coronary circulation; chronically pooled 
blood becomes perverted in composition and without 
question, the improved hepatic function, the lessened 
flatulence, and elimination of certain abdominal reflex 
factors, such as vagal drag, enter into the picture. Not 
only this, but in Kerr’s later writings’’ on the subject, 
he records his appreciation of the fact that with the 
improved posture attained, the cervicodorsal spine and 
the upper ribs assume better positions which may re- 
move certain sources of mechanical irritation of some 
of the sensory and sympathetic ganglia which are con- 
tributing to irritability of the cardiac reflex mechanism. 
This form of treatment is tremendously fundamental 
and, properly applied, would probably be one of the 
most effective means of prevention of coronary and 
myocardial degenerative disease, through improving 
both cardiac innervation and nutrition, However, there 
is still a large group in which the trouble has pro- 
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gressed too far or in which completely independent 
factors are at work which chiefly involve the faulty 
behavior of the coronary arteries. 


I have implied that at times the coronary arteries 
themselves have actually become diseased and the 
case is progressing from a functional angina pectoris 
toward organic coronary occlusion. As a rule this is 
part of a general arterial disease and I will not in 
this discussion give specific attention to it. I have 
referred to the fact that coronary spasm occurs when 
there should be coronary dilatation. Osteopathic lesions 
as the basis of the disturbance of the cardiac innerva- 
tion mechanism have been referred to, either as a 
result of postural defects, as the result of deviations 
secondary to primary. traumatic lesions, or of primary 
traumatic lesions themselves. 


I have personally produced by vertebral manipula- 
tion striking cardiac effects demonstrable by the elec- 
trocardiograph. Not infrequently there is a temporary 
or transitory imbalance between the parasympathetics 
and the sympathetics arising reflexly from disease of 
the gallbladder or gastric indigestion with distension. 
This may give a parasympathetic preponderance which 
may swing the balance toward coronary construction if 
some other apparently minor factor is added. In fact, 
anything tending toward a parasympathetic preponder- 
ance, possibly even an allergic state, may need consid- 
eration. Whatever is involved for the relief of such a 
parasympathetic preponderance becomes part of the 
necessary therapy. 

There are many gaps in our knowledge of the 
regulation of the blood vessels but we know that in 
certain states tobacco smoking exerts a strongly vaso- 
spastic influence. At times this involves the coronaries 
and with certain individuals it is the determining fac- 
tor between comfort and progressively increasing 
trouble. It is known that alterations in the ionic bal- 
ance of the blood plasma, which supplies the fluid 
environment of the muscle and nerve cells, influence 
their irritability and contractile effectiveness ; especially, 
inadequate utilization df calcium by the tissues pre- 
disposes to such hyperirritability. However, merely 
administering calcium (especially intravenously) with- 
out assuring its utilization, accomplishes little. Normal 
calcium metabolism is dependent on a generally sound 
state of nutrition. There is clear evidence that defi- 
ciency in vitamin FE. changes the oxidative mechanism 
of the heart, as part of a team of synergists involving 
other vitamins and phosphocreatins and minerals, so 
that again we see an urgent indication for the need of 
fully adequate nutrition in these cases. There is not 
space here to refer to the technics involved in nutri- 
tional diagnosis and in applying nutritional therapy 
and temporary vitamin re-enforcement. Basically these 
are substantially the same whether being utilized in the 
management of tuberculosis or of myocardial degenera- 
tion with angina or any other chronic disease. Our 
bodies are building new tissues to replace the old con- 
tinuously. The diseased old tissue in our organs may 
be replaced by new vital tissue if the nutritional pro- 
gram is right. Recovery from organic disease is often 
possible. 

The careful investigation of the psychosomatic as- 
pects of angina also should be emphasized. When we 
consider the way in which neuron patterns can be 
built up to bring about persistently distorted function, 
we are impressed with the overwhelming importance 
of the proper operation of the integrative mechanisms 


within the nervous system. We must not forget, how- 
ever, that we have rather good evidence in the findings 
of our research workers that actual cellular changes 
are developed in various areas of the nervous system 
as a result of osteopathic lesions and that these areas 
of nerve cell change may determine the particular pat- 
tern with which a certain psychoneurosis expresses 
itself. This is a matter of organic nerve tissue change 
and not of the patient’s emotionalism. 

The positiveness with which certain particular 
shades of emotional experience uniformly accompany 
the precipitation of an anginal spell in certain patients 
makes it necessary to investigate carefully the possi- 
bility of such a factor by minutely analyzing the envi- 
ronmental circumstances, the train of thought, and 
emotional states that accompany or precede the attack. 
However, even though psychosomatic, the final mech- 
anism is the same: defective circulation through the 
coronaries. Whether or not the development of angina 
pectoris is an intended escape mechanism, it would be 
possible to recite cases in which susceptibility to anginal 
attacks was the excuse for an individual’s removing 
himself from a certain set of conditions which were 
emotionally distressing to him. I would still like to 
emphasize, however, that in a body with no structural 
defects, no toxemias, and no degenerative states that 
bear upon the coronary circulation, the mechanism of 
escape would be something other than angina. 


Fatigue from long continued overwork has not 
been mentioned as a factor in angina pectoris. There is 
little question but that disorderly behavior of the nerv- 
ous system which can be demonstrated in so many re- 
spects in fatigue may operate too in angina pectoris. 
Fatigue may bring on loss of respiratory efficiency 
because of muscular tire with the resulting syndrome 
of pooling of blood in the abdomen. It may take a 
combined form of muscular and vasomotor exhaustion 
with what Crampton" calls “blood ptosis.” It may 
simply allow aggravation of poor posture with irrita- 
tions from cervicodorsal strain. It may be that ex- 
haustion of the adrenal medulla deprives the coronaries 
of the normal dilating effect of adrenalin which is sup- 
plied in response to activity or emotion. It may just 
be the rather universal tendency for the parasympa- 
thetics to preponderate over the sympathetics in states 
of fatigue. Still the elemental problem is that the heart 
muscle cells are suddenly in need of a supply of blood 
which fails to reach them. 


The ramifications of these factors become very 
complicated. The gratifying thing is that if we do a 
few things successfully and well, the organizing fac- 
ulties that seem to be resident in all living things, take 
over and look after the details for us. We cannot take 
time to elaborate but I urge you to let this idea become 
a part of your thinking. The failure of the body to 
make adequate responses to the demands placed upon 
it is tremendously dependent upon the body’s being in 
some way mechanically out-of-order. Of course it is 
impossible for a body which is supplied with poor 
building materials, in the form of devitalized food or 
cloying excesses, to build itself a really proper form of 
bone, ligament, fascia, and muscle. This makes nutri- 
tion especially important when trying to create a 
mechanically sound body. But if one is a sufficiently 
skilled body engineer to be able to put every part, from 
the feet to the vertex, in proper position and is able to 
teach the patient how to keep each part working 
smoothly in the position where it belongs, by the proper 
use of his muscles, he will have laid the most necessary 
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foundation for the recovery from disease and the main- 
tenance of health. This of course is accomplished by 
a combination of osteopathic manipulative therapy, ap- 
propriate supports when there are bony inequalities or 
deformities, and dynamic postural training. But it 
cannot be done effectively in the individual whose life 
is not motivated by wholesome desires and capacity for 
normal enjoyments. Orthopedic surgeons have learned 
that the basis of good postural habits lies in the emo- 
tional attitudes of the individual. 

Significantly, a strangely important position in the 
field of healing is reserved for the osteopathic physi- 
cian. How much of the illness around us is dependent 
exclusively upon environmental factors and faulty nu- 
trition and flaws of character and mind we do not 
know. But I am fully convinced that many individuals 
stigmatized as having psychosomatic problems and 
many with whom logical therapy fails, are the victims 
of accidentally acquired structural lesions which have 
not been discovered and corrected. For these the only 
complete service must include what can be done for 
them by members of the osteopathic profession. The 
challenge to our profession is to undertake and conduct 
studies that will identify the full range of importance 
of the etiologic influence of the specific type of lesion 
we recognize and to perfect methods of correction of 
these lesions by effective technics. Only thus can the 
osteopathic profession render the distinctive service 
that its founders visioned. The concept of the depen- 
dence of effective life processes upon the presence of 
appropriate and undamaged structures through which 
they may operate is a necessity for intelligent thera- 
peutic planning. 

SUMMARY 

An appreciation of the basic principles (1) that 
living forces can operate effectively only through fit 
structures that are appropriate to the environment and 
(2) that structure, function, and environment are in- 
terdependent, is necessary to understand sound thera- 
peutics. 

Stereotyped medical treatment, even when based 
on superficial symptomatic diagnosis, will give symp- 
tomatic relief in a very large proportion of patients. 
Palliative and symptomatic treatment usually fails to 
remedy the intrinsic causes of disease and falls far 
short of the best service the patient might be given. 
Giving symptomatic relief may deceive the patient into 
believing he has been fundamentally benefited and make 
it difficult to get him to cooperate in a truly adequate 
program of care. 

Palliative treatment may fail at times even to 
give relief from symptoms in certain groups of cases 
in which some complicating factor is present or some 
structural defect interferes with the customary re- 
sponse. Osteopathic methods are especially suited to 
atypical cases. Recognition of the need for structural 
fitness in certain important aspects is the basis of this 
distinctive merit in osteopathic’ practice. 

To give the fullest degree of benefit to any patient. 
it is necessary to study the individual in the most com- 
prehensive manner—the structural status of his body, 
the functional efficiency of his vital processes, the envi- 
ronmental influences he is or has been subjected to. 
and the habitual use or abuse to which he has subjected 
his body and his faculties. 

It is then necessary to administer a program of 
treatment that will provide the patient with the correc- 
tion of significant structural deviations, insure an op 
timal nutritional state, surround him with appropriate 
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environmental influences, and give him effective mo- 
tivation. Even disease states which are usually consid- 
ered inevitably progressive can be fundamentally cor- 
rected, not merely symptomatically relieved, by an ade- 
quate program of care built upon the specific findings 
and needs of the individual. 

The physician should endeavor to group his cases 
into those whose actual recovery may be brought about 
and those in which he is ethically justified in limiting 
his efforts to the relief of symptoms. 

Consideration of the analysis and care of the 
angina pectoris case furnishes an illustration of the 
principles of case study outlined and of their applica- 
tion in treatment. 


609 South Grand Ave. 
REFERENCES 


1. Burns, L.: Studies in the osteopathic sciences: Basic principles. 
The Occident Printery, Los Angeles, 1907. 

2. Boulding, K. E.: There is a spirit; the Nayler sonnets. 
ship of Reconciliation, New York, 1945, p. 1 


Fellow- 


POSTURAL ROENTGEN STUDY—KRAUS 


231 


3. Burns, L.: Pathogenesis of visceral disease following vertebral 
lesions. Committee on Research, American Osteopathic Association, 
Chicago, 1948, pp. 150-156. 

4. Brunton, T. L.: On the use of nitrite of amyl in angina 
pectoris. Lancet 2:97-98, 1867. Quoted in Cardiac classics by F. A. 
Willius and T. E. Keys. C. V. Mosby Co., St. Louis, 1941, pp. 561-564. 


5. Ruskin, A., and McKinley, W. F.: Comparative study “of 
potassium thiocyanate and other drugs in the treatment of essential 
hypertension. Am. Heart J. 34:691-701, Nov. 1947. 

6. Davis, D.: Spinal nerve root pain (radiculitis) simulating coro- 
nary occlusion; a common syndrome. Am. Heart J. 35:70-80, Jan. 1948. 

7. Kerr, W. J.: Treatment of angina pectoris by methods which 
appear to promote more adequate filling of heart. Am. Heart J. 16:544- 
548, Nov. 1938. 

8. Kerr, W. J.: New approach to etiology and treatment of angina 
pectoris (Mary Scott Newhold lecture). Trans. and Stud., Coll. Physi- 
cians, Philadelphia 7:162-170, June 1939. 


9. Todd, A. T.: Treatment of some chronic and “incurable” 
diseases. John Wright and Sons, Ltd., Bristol, England, 1937, pp. 
96-101. 


Angina pectoris and postural emphysema, in 


10. Kerr, W. J.: 


Essentials of body mechanics by J. E. Goldthwait et al. 
Lippincott Co., Philadelphia, 1945, pp. 114-130. 

11. Crampton, C. W.: Gravity resisting ability of circulation; its 
measurements and significance. Am. J. Med. Sc. 160:721, Nov. 1920. 


Postural Roentgen Study 


A Review of 16 Years’ Experience* 


EUGENE R. KRAUS, D.O., F.A.O.C.R. 
Attending Roentgenologist, New York Osteopathic Clinic 
New York 


Beginning in 1932 Schwab,’ Hoskins,” and their 
co-workers published a series of articles which postu- 
lated the theory that a difference in the length of the 
lower extremities, as observed by roentgen studies 
taken in the erect position was an important cause of 
low-back pain. This was one of the great contributions 
to the science and art of osteopathic practice. The fact 
that the profession is today keenly interested in this 
subject shows that it has stood the test of years and 
that it is of enduring value in the management of the 
low-back problem. 

Not only has the osteopathic school recognized the 
importance of the contribution of the short leg to low- 
back pain, but members of the older school of practice 
have also become conscious of it and many orthopedists 
are using lifts in the treatment of patients with low- 
back disturbances. Indeed, Frank Ober,’ the distin- 
guished orthopedist, recently stated that “The integrity 
of a joint depends on a normal alinement of the articu- 
lar surfaces, strong ligaments and a normal muscula- 
ture which moves and aids in supporting that joint. 
When disease, injury or postural abnormalities occur, 
this whole mechanism is thrown out of gear. The mus- 
cles which support and activate the joints lose tone and 
strength, with the result that additional burdens of 
stress and strain are thrown on the supporting struc- 
tures and cause pain. If the pain continues, atrophy 
and spasm of the muscles increase and the disturbance 
is prolonged.” In the Panel Discussion‘ following the 
presentation of Ober’s paper a question was put to him 
concerning his opinion of the frequency of “tilted 
pelvis” and how often it is the cause of backache. The 
questioner stated that in his town there was an active 
osteopathic society with a roentgenologist and conse- 
quently the thought that patients have “tilted pelvis” 
was prevalent. 


*Presented at the Teaching Sessions on Osteopathic Technic, Fifty- 
Second Annual Convention of the American Osteopathic Association, 
Boston, July 20, 1948. 


Ober replied that in 75 per cent of the old lame 
backs seen by him in the last year, some of them of as 
much as 25 years’ duration, were due to tilted pelvis, 
that the condition is common and is usually due to 
short leg or an inequality between the ilium and the 
femur. He added that a lift under the heel until the 
spine is leveled cures most lame backs and that he once 
received $5,000 from a man who had spent thousands 
on his back. The patient commented, “Common sense 
is worth a lot of money.” 

Years ago, following talks by Schwab in this 
community, there were frequent requests to x-ray pa- 
tients only in the erect position, anteroposteriorly. I 
have always taken the stand that unless a complete 
study is made of the lower back it is unfair to both the 
patient and the referring doctor because too many 
organic conditions may be overlooked. At the same 
time I have maintained that an x-ray study, except in 
cases of suspected malignancy or fracture, without the 
inclusion of postural studies, is equally unfair in the 
consideration of any low-back problem. 

As early as 1932 I started x-raying patients in 
the erect position to determine the difference in leg 
lengths. In a paper delivered before the Milwaukee 
Convention in 1933° I mentioned a patient who had a 
right leg short by 11/16 of an inch. This patient was 
not x-rayed at first, and the referring doctor had mis- 
takenly placed a lift under the opposite leg. Since that 
time and after studying at least 15,000 low-back cases, 
it is my impression that a complete x-ray study of each 
case is necessary. 

It seems to me that short-leg problems fall into 
three categories: (1) that in which it is the primary 
contributing cause of low-back pain; (2) that in which 
it is a strong contributing cause, and (3) that in which 
it is present but is of no particular significance. 


CASE REPORTS 


The following case report will demonstrate the 
short lower extremity as a primary factor: This patient 
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Fig. 1 Fig. 2 


Right femur top % inch lower than the left. 
There is a curve with convexity to the right and a sacral 


Fig. 1. 


base inclination to the right. Fig. 2. Same case showing the 
difference in leg lengths almost completely corrected by the 
use of lifts. 


complained that pain over the right sacroiliac joint was 
present all the time. There was no radicular extension. 
The pain was first noticed after exercise and, as this 
patient was quite an athlete, the pain interfered de- 
cidedly with her activities. She was seen first in April, 
1935, at which time she had had pain for about 4 weeks. 
Ordinary treatment did not prove of value, although 
it had included several osteopathic manipulative treat- 
ments. In June of that year she still had pain and an 
x-ray study was done (Fig. 1). The only positive find- 
ing was a shortening by ™% inch of the lower extremity 
of the right side and a curve in the lumbar area with a 
convexity to the right. A 1% inch lift was placed under 
the right heel and gradually the entire % inch correc- 
tion was applied (Fig. 2). All of the patient’s symp- 
toms disappeared and she felt no pain for 9 months. 
At the end of this period while on vacation she ran 
barefoot on the beach. After repeating this procedure 
for 3 days her backache recurred, because of the dif- 
ference in leg lengths when she was not wearing cor- 
rected shoes. Immediately on wearing a lift and dis- 
continuing running barefoot, the symptoms disappeared. 
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The patient was not seen again for 11 years. During 
all that time she had no pain. She had worn the lift 
until about 3 years ago; by then she could get along 
without it. There has been no recurrence of the pain. 
She was x-rayed again in 1946 and the difference in leg 
lengths was still present. 

It seems to me that, from a clinical study, the 
diagnosis of this case is almost as exact as Koch's 
postulates as to the cause of an infection. In this case 
the patient had a bachache which did not respond to 
ordinary methods of treatment. A lift was applied; 
the pain immediately disappeared. The lift was dis- 
pensed with; the pain recurred. Careful x-ray study 
failed to show any evidence of organic disease of the 
spine and physical examination did not reveal any evi- 
dence of nerve involvement. Eventually the inflamma- 
tion secondary to the faulty posture disappeared and 
the patient could get along without the lift. 

The next case report will demonstrate the short leg 
as a contributing factor: The patient was a man 48 
years old whom I had known for more than 30 years. 
Except for spraining his back in 1935 when he attempt- 
ed to lift a car, he never had any low-back trouble. In 
March, 1948, he fractured his little toe and a splint 
was applied. In order to wear the splint. satisfactorily 
he had to cut the toe from a shoe; hence he wore a 
tennis shoe on the injured foot and his ordinary shoe 
on the other foot. After walking around for about 2 
weeks wearing heels of different heights, he developed 
an acute low-back disturbance. His back was so painful 
that he was examined by x-ray (Fig. 3) and found to 
have spondylolisthesis of the fifth lumbar vertebra, 
narrowing of the lower two spinal joints, and spina 
bifida occulta of the fifth lumbar and first sacral seg- 
ments. There was only 1/16 inch difference in the tops 
of the femurs and the sacral base plane was level. 
When he wore one tennis shoe and one regular shoe 
the right leg was % inch lower than the left and the 
sacral base plane was 3 inch lower on the right than 
the left (Fig. 4). The patient was told to wear his 
regular shoes with heels and to cut out a portion of the 
toe so that he could wear the splint with comfort. De- 
spite the fact that this patient had numerous congenital 


Fig. 3. Level sacral base plane in an individual who, despite spondylolisthesis, has been free of backache. Fig. 4. Same 
case showing sacral base inclination of 3¢ inch to the right due to wearing tennis shoe on the injured side following a 
Severe back symptoms developed within a week. 
asymptomatic 


fracture of the toe. 
The patient had heen 


Fig. 5. Same case showing the spondylolisthesis. 


previous to wearing shoes with a difference in the height of the heels. 


Fig. 4 


Fig. 5 
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Fig. 6 
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Fig. 8 


Fig. 6. Detailed film showing absence of bone changes on the sacroiliac margins and of calcified ligaments on the 
vertebral margins. Fig. 7. Same case. Marked difference in leg lengths, apparently the cause of low-back pain. Fig. 8. Same 
case. X-ray made 13 months later showing marked changes on the sacroiliac margins and calcification of all the lateral spinal 


ligaments on the right side. 


anomalies and arthritis, his symptoms completely dis- 
appeared within 2 days and at the time of this writing 
2 months later he is without symptoms. 

This is the type of case most frequently encoun- 
tered, one in which there are several factors making 
the patient liable to low-back pain. In this case short- 
leg due to different heel heights was the precipitating 
cause. Frequently this type of patient needs treatment 
other than the simple use of a lift, mainly because such 
individuals move about on a short lower extremity for 
many years and, as a consequence, a mechanical type 
of osteoarthritis develops. Fortunately, in this case the 
patient was of a mechanical turn of mind, his occupa- 
tion being that of an engineer, and he immediately 
considered the possibility that his changed footwear 
might be responsible for his pain. The cause for the 
difference in leg lengths was removed at once. 

In a recent study of low-back pain I reviewed 500 
cases and found that 72 per cent of them showed a 
sacral base inclination which usually indicated a short 
lower extremity.® This corresponds closely with studies 
previously made by Eggleston’ and also with the per- 
centage mentioned by Ober.‘ In the series of 500.cases*® 
it will be noted that there were 27 cases with only pos- 
tural defects. Of these only 2 cases (.04 per cent) 
were thought to be due to a difference in leg lengths 
alone, with no associated findings, whereas the com- 
bination of short lower extremity with other findings 
accounted for 72 per cent of the cases. 

A third case report will demonstrate the type of 
low-back pain which, although associated with a short 
leg, has other findings so significant that the importance 
of the difference in leg lengths, so far as the disease 
process is concerned, is negligible. This patient, a 38 
year old brakeman, was seen first in March, 1947. He 
worked in a Labor Battalion during the war and in 
1944, while on Christmas Island, hurt his back. He was 
hospitalized for a while but the facilities for study were 
poor and eventually he returned to work. From Christ- 
mas Island he went to Midway where he hurt his back 
again. Finally he recovered and was transferred to 


Similar changes were seen in the thoracic and cervical areas. 


Hawaii where he worked until 1945. During this time 
he was doing heavy work and had no back trouble. 
In 1945 he went to work as a brakeman on the railroad. 
He states that before he was taken in the employ of the 
railroad he had a thorough physical examination. He 
reports that he had an accident on the railroad and hurt 
his back about 4 or 5 months before I saw him. The 
pain did not become severe until 7 weeks before coming 
to my office. He saw his family doctor who said a 
nasal operation was necessary because of possible foci 
of infection. He went to see an osteopathic physician 
who helped him. His chief complaint was pain in the 
lower back and down the right leg to the middle of the 
thigh. His reflexes were within normal limits. The 
x-rays showed no particular disease of the bones and 
there was one slight osteophytic spur on the margin of 
the fourth lumbar body (Fig. 6). His right leg showed 
a %4 inch shortening and the sacral base plane inclined 
7/16 inch to the right (Fig. 7). When the patient 
stood there was a curve with a marked convexity to 
the right which disappeared when he lay down. There 
was a slight indentation on the inferior margin of the 
fifth lumbar body. 

From the above, it would seem that here was an 
ideal case for lift therapy. No organic lesion was shown 
and there was a marked difference in leg lengths with 
a shift of the body to the side of the short lower ex- 
tremity. It is true that this patient had a history of 
trauma which might suggest a herniated disk, but this 
possibility was slight because the patient’s periods of 
feeling well between attacks seemed to be too long and 
varying. The patient was given lift therapy by the re- 
ferring doctor and given regular osteopathic manipula- 
tive treatment. 

A little over a year later the patient, who at first 
was relieved by the combination of a lift and osteo- 
pathic treatment, developed severe pain. In the interim 
he changed his occupation from that of brakeman to 
one requiring him to stand a great part of the time. 
In addition to the pains in the lower back and leg, there 
was now pain extending from the gluteal region to the 


233 
| 


Fig. 9 

Fig. 9. Marked difference in leg lengths in an individual 

whose chief complaint was pain in the dorsal area. Fig. 10. 

Same case. Curve in the dorsal area is a continuation from 
one in the lumbar region. 


Fig. 10 


shoulders and chest and vague pains in several of the 
joints. A second x-ray study was made (Fig. 8). At 
this time there was noted marked condensation of bone 
on the margins of both sacroiliac joints with a sug- 
gestion of erosion interspersing the condensed areas. 
In addition there was observed calcification of the 
lateral spinal ligaments on the right side between the 
first and second, third and fourth, and fourth and fifth 
lumbar segments, thus giving a typical picture of a 
Marie-Striimpell type of spinal arthritis. All of this 
process had developed within 13 months. The sedi- 
mentation rate was extremely high, being 55 mm. in 
an hour, showing marked activity. 

Thoracic studies show beginning calcification of 
the lateral spinal ligaments between the tenth and elev- 
enth and the eleventh and twelfth bodies. The cervical 
study visualizes beginning calcification of the anterior 
spinal ligaments between the sixth and seventh cervical 
bodies. These areas of calcification of the ligaments 
are the areas in which the patient most recently has 
been having pain. 

This case demonstrates that disturbances which 
seemed to be due to a mechanically weak back even- 
tually were proved to be caused by ankylosing spinal 
arthritis. The correct diagnosis indicated treatment 
directed toward arresting the proliferative process 
rather than toward correcting the mechanical irregu- 
larity. 

A fourth case is reported to demonstrate that even 
though a difference in leg lengths is present, it is not 
always of paramount importance. An unmarried man, 
47 years old and a telephone installer, noticed consid- 
erable pain in his thorax, particularly when he carried 
the tools used at his work. During snowy weather the 
pain was exaggerated and he thought he had heart 
trouble. He had several infections during the winter. 
There were times when he could carry his tools and 
have no pain at all. He admitted that the pain fright- 
ened him. Later he noticed pain in the lower back. He 
was first seen in February, 1948. X-ray studies were 
made of the chest and the heart was well within normal 
limits ; if anything, it was somewhat small. The study 
of the spine, in the erect position, showed the femur 
top on the right side to be 1 inch below that on the left 
(Fig. 9). There was a sacral base inclination of 34 
of an inch to the right and a marked shift of the entire 
spine, from the sacrum to the occiput, to the right of 
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the median line which bisects the pubic symphysis. 
There was a curve with a convexity to the right which 
extended from the sacrum as high as the third dorsal 
vertebra (Fig. 10). The oblique views showed moder- 
ate osteoarthritis. There was no marked evidence of 
disease of the ribs. The lumbar lordosis was some- 
what exaggerated. 

This case seemed to me a perfect example of 
one in which the short leg was the primary factor and 
this may still prove to be so. However, about 4 months 
after seeing this patient | conferred with the referring 
doctor and asked how the patient was faring. When 


“informed that he was now symptom free, I asked how 


much of a lift he was wearing. Much to my surprise, 
I was told that he had not been given a lift since the 
doctor felt that many individuals approaching middle 
life adjusted to the variations caused by a short leg 
and that sometimes a lift made them worse. This pa- 
tient had done so well without a lift that one had not 
been tried. The doctor stated if symptoms recurred 
a lift would be tried, gradually increasing its height. 
It seems to me that this case shows that we cannot 
be too dogmatic about any single type of therapy. Al- 
though this patient was not using a lift, he responded 
well to treatment. 
TECHNIC FOR STANDING X-RAYS 

I have been asked to explain the technic used in 
taking standing films. In the first place I wish again 
to emphasize that in my office we never make standing 
films only. X-rays are made with the patient erect and 
supine in the anteroposterior position, erect and recum- 
bent in the lateral position. In addition oblique ex- 
posures are made, usually in the recumbent position. 
This gives a complete survey. 

In the standing films, where possible, the patient 
stands on a level platform. A wire down the center of 
the Bucky diaphragm is, in the majority of cases, visu- 
alized as a line which bisects the pubic symphysis. The 
patient’s body is centered with this line and, if the 
knees do not touch, a plumb line will bisect the midheel 
line (Fig. 11). In many cases placing the heels to- 
gether causes the knees to touch and throws the body 
off center (Fig. 12). In such a case we turn the toes 
in and bring the knees parallel to each other, as close 
as is comfortable (Fig. 13). The tops of the ilia are 
opposite the center of the cassette. The x-ray technic 

Fig. 11. Usual position for taking films in the erect posi- 
tion with the heels meeting in midline. Fig. 12. Genu valgum 
where the midheel line is inexact because the knees touch. 
Fig. 13. Correct position, with genu valgum, with the feet 
parallel and the knees as close as possible, but not touching. 

Fig. 11 Fig. 12 Fig. 13 
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employed is that which is best adapted to the size of the 
patient and the type of machine being used by the 


doctor. 
CONCLUSION 


The difference in leg lengths is a very important 
factor in the treatment of low-back complaints and 
other types of postural irregularities. Credit for this 
discovery goes to Schwab who, according to Beilke,* 
made known this finding as early as 1921. Since then 
its importance has been verified clinically thousands of 
times and has been accepted frequently by outstanding 
authorities of other schools of medicine. The applica- 
tion of lifts to the correction of a difference in leg 
lengths has been so successful that many times they 
have been used with an excess of enthusiasm. As 
Strachan® stated as far back as December, 1941, “Their 
use is neglected by some and overemphasized by 
others.” 

The purpose of this paper is to re-emphasize 
Strachan’s statement and to say that, after x-raying 
over 15,000 spines in the past 25 years, I feel there is 
no short cut to accurate diagnosis. Each case must be 
studied thoroughly, both clinically and by the labora- 
tory. In each there should be a complete x-ray study, 
part of which should be a comparison of the respective 
heights of the femur tops in the erect position. 
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I have attempted to classify the difference in leg 
lengths into three categories: (1) that in which the 
short leg is the prime contributory cause, (2) that in 
which it is an important contributory factor but asso- 
ciated with other abnormalities, and (3) that in which 
other findings are so important as to make the differ- 
ence in leg lengths insignificant. 
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Soft Tissue Changes That May Follow Postural Defects* 


ANGUS G. CATHIE, D.O. 
Professor of Anatomy, Philadelphia College of Osteopathy 


From a mechanical point of view, “the ideal pos- 
ture is one in which the different segments of the 
body, head, neck, chest, and abdomen are balanced 
vertically one upon the other so that the weight is 
borne mainly by the bony framework with a minimum 
of effort and strain on muscles and ligaments.”” Bowen’ 
quotes this definition of ideal posture from the Ameri- 
can Posture League. 

For such posture to be maintained special postural 
muscles must be in a state of constant activity. 
McGregor? calls attention to the postural activity of 
certain muscles. These he describes as “. . . muscles 
which are concerned in keeping the trunk erect, have a 
special physiological property called ‘postural activity.’ 
This implies that their activity is constantly greater 
than that of other muscles which do not participate 
in this quality. These muscles are the sacrospinalis, 
glutei, quadriceps, sartorius, and to some extent, the 
calf muscles.” It has been suggested that a special 
center in the cord controls this activity. Although this 
group of muscles has been so mentioned it does not 
mean that other muscles of the body do not play an 
important part in assisting in the maintenance of 
correct posture. 

Correct posture is one in which the head is cen- 
tered over the pelvis, the face directed forward, and 
the shoulder girdle approximately on the same plane 
as the pelvis. 

The spine of man is very similar to that of 
quadripeds which, with some slight structural modifi- 
cations, has been placed vertically. Increased muscular 
activity is required and the strains placed upon the 
spine are greatly increased. New and more compli- 


*An Academy of Applied Osteopathy paper provided by the Harry 
LL. Chiles Memorial Fund. Delivered before the Annual Convention 
of the Maine Osteopathic Association, June 14, 1947.- 
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cated motions have been made possible through new 
duties assigned to pre-existing muscles. The viscera 
are, in general, suspended parallel to the long axis of 
the body. Inspiration requires that the thorax be 
elevated, while some of the arterial blood and much 
of the venous blood has to be lifted. Truly, man, as 
described by Hooten,® “is a made-over animal,” and, 
it may be added, one that must continually fight grav- 
ity. Few spinal deformities have been reported in 
quadripeds whose spines are supported by four pillars 
and whose ribs and viscera are, generally speaking, 
suspended at right angles to the horizontal spine. 
Nature’s effort to keep the eyes on the same horizontal 
plane and the shoulders above the pelvis contributes 
to some of the changes found in postural cases. Ac- 
cording to Lovett,* “This adjustment, especially the 
element which seeks to keep the shoulder-girdle in 
the same plane as the pelvis while disturbances twisting 
the column below are taking place, is an important 
factor in explaining the phenomena of scoliosis.” 
Regardless of the changes that take place there must 
be a continual compensation which will enable the 
center of gravity to be held over the center of support. 

The individual with poor posture may be described 
as one whose head is carried forward, whose scapulae 
are held in abduction giving the shoulders a rounded 
appearance, whose dorsal curve is increased, and 
whose chest is flattened. Lordosis and prominence of 
the anterior abdominal wall below the. level of the 
umbilicus is accompanied by an anterior tilt of the 
pelvis. The knees are slightly flexed. 

Even the slightest alteration in the normal bal- 
ance of the various spinal segments is accompanied 
by some degree of soft tissue change. Nature auto- 
matically attempts to restore equilibrium through the 
production of such changes as the contraction and 
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eventual shortening of some muscles, lengthening and 

loss of normal tonus of others. Corresponding changes 
are present in the associated ligaments with low grade 
articular and periarticular inflammation, and _ later 
actual productive bone changes may take place. More 
numerous minor, and perhaps less spectacular, changes 
take place in the perivascular and perineural tissues ; 
yet these are capable of disturbing the function of 
the body to a marked degree. The various abnormal 
curves often seen are but gross evidence of what is 
taking place and should not be permitted to over- 
shadow the minor ones capable of producing more 
obscure symptoms. Poor posture may not produce 
immediate pathological symptoms but must be con- 
sidered as a potential cause of trouble later. The 
necessity for surgical treatment of many visceral 
pathologies may be removed if the postural defects 
responsible for the altered visceral function are 
removed. 

As a rule, whenever the origin of a muscle is 
brought nearer its insertion, it undergoes shortening 
and is an important factor in maintaining deformity. 
Their change precedes articular change in the majority 
of instances. When the spinal musculature is involved 
in lateral curvatures, there is shortening of the liga- 
ments and muscles on one side and lengthening on 
the other. The direction of muscular pull is altered, 
in some instances to such a degree that its position 
is far from normal. In severe cases or those of long 
standing more marked changes may be seen. Short- 
ened muscles may undergo fatty degeneration, some 
become fibrous, and if in its altered course the muscle 
passes over an osseous surface, it may become tendi- 
nous. The limitation of motion characterized by the 
stiffness of the region results in atrophy of disuse. 
On the side of convexity of a scoliotic spine the more 
characteristic change is a fibrous one. 

In discussing muscular pain, Schmidt® states that 
in the general pathology of this complaint, the fact 
should be emphasized that the chief site of sensation 
is probably to be found in the connective tissue frame- 
work rather than in the parenchyma of the muscle. 
It is most highly developed in the tendons and 
aponeuroses, and the pain often extends to these. In 
the consideration of myalgia that accompanies postural 
defect these facts must be taken into consideration. 
The most important indication of a myalgic pain is 
the elicitation of pain over the muscle when pressure 
is applied and pain which is increased on passive 
stretching or active contraction of the muscle. 

The fascia of the body is closely associated with 
the muscular system. It forms investing sheaths for 
muscle groups, individual muscle sheaths, and is often 
the actual site of muscular attachment. Specializations 
of dense, thick fascia are associated with the postural 
muscles and play an important part in the maintenance 
of normal posture. It forms stress or tension bands 
in some regions as, for example, the iliotibial band 
of the fascia lata in the thigh, and the lumbodorsal 
fascia. The former is concerned with the stability of 
the hip and the knee, and the latter with the trunk. 
Fibrositis refers to a local or general inflammation of 
fascia, the sheaths of muscles, intermuscular septa, 
ligaments, aponeuroses, and tendons. When present 
there is often pain over the joints accompanied by 
stiffness, pain during muscular activity, and muscular 
weakness. When the more superficial fascia is in- 


volved, some induration may be detected beneath the 
skin. 


The pathological changes described may be 
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followed by changes in the associated cartilages and 
bones. 


Limitation of muscular activity and restriction 
in the range of joint motion is accompanied by a 
decrease in the flow of blood and lymph. This is 
especially true of the venous blood and lymph which 
depends to a large extent upon muscular activity for 
its propulsion. The importance of lymphatic flow and 
the value of manipulative treatment in promoting it 
has long been taught by the osteopathic profession. 
The following quotation from Drinker and Yoffey*® 
resulting from their intensive studies of the lymphatic 
system is most interesting: “Massage, passive move- 
ment, and posture affect lymph flow under normal 
conditions. . . . It may, however, be well to point out 
here to persons treating chronic inflammatory condi- 
tions—in which fibrosis is sure to advance if tissue 
fluid and lymph remain stagnant in the part—that 
massage in the direction of the lymph flow is pre- 
éminently the best artificial measure for moving 
extravascular fluid into lymphatics, and for moving 
lymph onward toward the blood stream.” It is also 
pointed out that this form of treatment is better than 
that which uses mechanical devices for the stimulation 
of lymphatic flow. In postural cases where muscular 
activity is limited, congestion of the tissues to some 
degree will be present. 


Postural changes are also accompanied by altera- 
tion in visceral support and position. A lengthy list 
of these could be made, but two structures responsible 
for defective visceral position and function should be 
mentioned at this time—the peritoneal specializations 
and the diaphragm. The former, as well as furnishing 
visceral support, also conduct the neurovascular ele- 
ments of the viscera. With the abnormality of the 
spinal curve in the lumbar region there results a 
relaxation of the mesenteric and mesocolic attachments. 
This is followed by mesenteric and mesocolic drag 
as the attached viscera assume a low-lying position. 
Retardation in the circulation follows with chronic 
passive congestion, accompanied by changes in the 
vasomotor and visceromotor activity. The decrease in 
the diameter of the thoracic cavity that results from 
the sag of the ribs brings the origin of the diaphragm 
nearer to its insertion permitting it to relax. Respira- 
tory activity is then decreased with changes in the 
thoracic and abdominal cavities. The structures above 
the diaphragm show the effects produced by the 
lowering of the diaphragm. Tension upon the peri- 
cardium, heart, and associated vessels and nerve 
plexuses complicates the picture and may give rise to 
symptoms referable to the lungs, heart, or vascular 
structures of the neck. Pressure of the abdominal 
viscera upon one another and upon the anterior wall 
of the abdomen follows because of the lowering of 
the diaphragm. Pressure is directed on downward to 
the pelvic viscera which, because of the altered sacral 
position. have lost much of the protection normally 
offered by the sacrum. 


As has been pointed out, the flow of venous blood 
depends to a great extent upon normal muscular 
activity and fascial tension. The large veins of the 
abdomen pass through and are attached to the dia- 
phragm, the motion of which is of greatest importance 
in moving the blood within these veins. Restriction 
of diaphragmatic action is then capable of increasing 
the chronic passive congestion of all of the venous 
channels below this level. 
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The erect position of man has been of no aid 
in giving support to the pelvic floor and its related 
viscera. Excepting the sacrum and coccyx, the rectum 
depends upon the surrounding soft tissues for its 
support. The urinary bladder and, in the female, the 
uterus depend upon the integrity of the pelvic floor 
for their position, as is shown in cases in which they 
have been deprived of proper perineal support. These 
same organs of the lower abdomen and pelvis may, 
in cases of poor posture, exert abnormal pressure 
on the pelvic floor and the vascular structures run- 
ning through the pelvis. The structures supplied by 
and drained by these vessels are liable to become the 
site of chronic congestion. 


I have spent many hours discussing the applied 
anatomy of this region with Dr. Enrique Vergara 
of Philadelphia, learning at first hand the impressions 
of an osteopathic proctologist concerning the part 
played by altered body mechanics in the production of 
rectal disease. He has made the following observations 
on many of his patients. -Lesioned areas of the spine 
are frequently found below the level of the sixth 
dorsal vertebra, and patients suffering from postural 
defects involving the lower dorsal and lumbar region 
frequently have rectal disease of some type. Many 
of these patients have been found to have pain in 
the perineal area, lower abdomen, and thigh. Pain 
in these areas is especially frequent in those having 
pelvic asymmetry, a short leg, or alteration of vertebral 
mechanics in the low back. It is his opinion that a 
histopathologic condition of the connective tissue of 
these areas exists and that altered lymphatic drainage 
of these parts is partly responsible for the pain dis- 
tribution. The lymphatic vessels of these areas are 
connected. The longer the conditions have been pres- 
ent, the more liable is this distribution of pain to be 
found. 


Postural disturbances are frequently accompanied 
by conditions we hear described by such terms as 
myositis, fibrositis, and myofascitis. According to 
definitions found any of these conditions may exist, 
but, due to the relations that exist between the muscles 
and the connective tissues, the term “myofascitis”’ is 
probably the more accurate, especially if the condition 
has been present for a period of time. Changes within 
the tissues are usually already present and require 
some slight trauma to make their presence known. 
The sudden twisting of the involved muscles and 
fascia, sudden tension, or the breaking of adhesions, 
may precede the onset of the severe and sudden pain. 
drive the unfortunate individual from one physician 
Untreated, the condition tends to become chronic and 
to another. 


Toxic products in the circulating blood and lymph 
have been mentioned as the cause of some cases of 
myofascitis. This condition frequently attacks the 
postural muscles especially the sacrospinalis, glutei, 
and hamstrings. It is often misdiagnosed as sacro- 
iliac disease when the attachments of the sacrospinalis 
and glutei are the site of the pain. It does not follow 
the characteristics of peripheral nerve lesions because 
the distribution of the pain does not follow such a 
pattern. The frequency with which it is confused 
with sacroiliac disease is due to the fact that this articu- 
lation lies deep in this area. However, it should be 
recalled that the pain is over the posterior part of the 
ala of the ilium, the sacrum, and often over the lumbo- 
sacral junction. 
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The piriformis muscle, which crosses the sacroiliac 
joint, and its associated fascia are often the site of 
this painful inflammatory process. Branches of the 
sacral plexus may be bound to these structures by 
adhesive bands causing sciatic pain. The condition 
is more often found to be left-sided. If these muscles 
are put on tension, as in lifting the extended lower 
extremity, pain will be found at the points of attach- 
ment of these structures which are anchoring the 
lower extremity to the trunk. When piriformis spasm 
is present, it may be accompanied by limitation of 
internal rotation of the extended thigh. [xtreme ten- 
derness will be elicited midway between the greater 
trochanter and the tuberosity of the ischium. 

Not only may these changes produce low-back, 
gluteal, and sciatica pain, but the pelvic floor may 
become the site of muscular spasm involving the 
levator ani and the coccygeus muscles. In coccydynia 
such spasm is not uncommon. It is not my purpose 
to.discuss the detailed descriptive anatomy of these 
parts here but I strongly recommend their study by 
any not fully versed in the mechanical relationship of 
the parts and the inter-relation of the systems repre- 
sented. 

In many of these patients painful contraction of 
the muscles and fascia of the lower extremity will 
be found. These are evidences of an attempt on the 
part of nature to hold the superimposed trunk in 
proper position and to maintain equilibrium on the 
rounded femoral heads. The middle portion of the 
lateral part of the thigh is a point of marked pain upon 
palpation. This corresponds to the region where the 
tensor fascia lata enters the iliotibial band from above 
and in front and the gluteus maximus from above and 
behind. These are important structures concerned with 
locomotion as well as stabilization of the hip and knee. 
The sartorius is usually found to be contracted and 
painful; in some instances its upper part produces a 
prominence below the anterior superior iliac spine. Its 
shortening accompanies the anterior tilt of the pelvis, 
a position the shortened sartorius helps to maintain 
Below the knee painful areas are found in the belly 
of the gastrocnemius and tibialis anterior. Because 
weight is improperly delivered to the foot, an added 
burden is placed upon it, with the result that it is the 
site of painful bony and muscular lesions. The mid- 
tarsal joint will be altered and will complicate further 
the effort being made by nature to compensate for its 
mechanical difficulties. 

The value of erect x-ray studies in postural dis- 
orders is familiar to all of us as is the lift therapy 
which is so frequently indicated. When therapy in 
these cases is limited to the use of lifts, the results 
are often disappointing. The alteration in vertebral 
alignment is present in some degree throughout the 
entire spine and is accompanied by alteration of liga- 
mentous and muscular tension. Compensation has 
taken place in the periarticular structures. The intro- 
duction of a lift may be accompanied by such a change 
in the already altered mechanics of the spine that 
pain and tenderness may be experienced by the patient 
along the entire spine. Unless this is understood by 
the patient, he may become discouraged and discontinue 
the use of the lift. Lift therapy without the adminis- 
tration of proper manipulative treatment is unsatis- 
factory in almost all cases. Aid in the re-establishment 
of normal vertebral mechanics is required if the most 
satisfactory results are to be obtained. The necessity 
for manipulation is obvious in view of the tissue 


change that is known to exist. The reaction to the 
lift will vary in proportion to the extent of the changes 
present. 

Because of time limitations, I have been able to 
discuss tissue changes only in a general way. I have 
endeavored to point out the interrelations — that 
exist between the various systems of the body with 
the hope that a more complete picture and under- 
standing of postural changes may result. 
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Psychosomatic Problems in Surgical Practice* 


PAUL R. KOOGLER, D.O. 
Kirksville, Mo. 


It has often appeared to me in my occasional 
moments of critical introspection that to be a good 
surgeon, One must possess a dual personality, for 
certainly there are two distinctly different and yet 
related qualities which the surgeon must possess. First 
of all, the surgeon must be a good diagnostician. It is 
often not the operating technic that makes the out- 
standing surgeon, but the discernment which enables 
one to decide when and why surgical intervention is 
necessary. Happy is the surgeon who in the majority 
of his cases can have his preoperative diagnosis con- 
firmed by the pathologist. The other ability that the 
surgeon must possess is, of course, a deft and skillful 
operating technic. Every surgeon who has the interest 
of his patient at heart yearns to develop to the greatest 
possible degree methods of invading the human body 
with the least amount of trauma and insult to that 
body. 

When asked to present this discussion of psycho- 
somatic factors in surgical practice, I conceived the 
idea that these problems also are dichotomous ;' that 
is, certain psychosomatic problems are chiefly diag- 
nostic, while others are in the main problems that 
develop in connection with the actual operations. I 
hope you will agree that this is a method of 
dividing conveniently, for purposes of discussion, the 
many emotional problems which one meets in general 
surgical practice. Since it is impossible to cover thor- 
oughly the field of psychosomatic surgical problems 
in the time allotted me, I shall content myself with 
the presentation of some of the more common condi- 
tions in each of the two categories which I have set up. 


DIAGNOSTIC PROBLEMS 


Particularly in the Midwest, in the so-called 
“goiter belt,” many general practitioners and even 
some surgeons are “thyroid conscious,” and are apt 
to think of thyroid disease every time they meet a 
presenting complaint of easy fatigue, anxiety, nervous 
excitability, and weakness. This trend is so prevalent 
that in a recent survey of 150 cases of psychoneurosis, 
A. E. Bennett found that 16 of the patients had 
had thyroid surgery. This is an incidence of unneces- 
sary surgery in excess of 10 per cent, considering 
only thyroid operations. Parenthetically it might be 
mentioned that these patiénts had undergone a total 
of 244 operations and 496 forms of medical treatment 
before they were finally considered from the psycho- 
somatic point of view. My associate in the Division 
of Psychiatry recently had under his care 3 patients 

*Presented at the Neuropsychiatric Teachin 


Second Annual Convention of the American 
Boston. July 21, 1948. 
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steopathic Association, 


with a diagnosis of neurasthenia all of whom had had 


thyroid surgery, obviously without change of symp- 
tomatology. 


Even in the “goiter belt” such diagnostic errors 
are unforgivable. The thyroid disease produced by 
lack of iodine is simple colloid goiter. It is a slow, 
diffuse, painless enlargement occurring usually in the 
teens, without any symptoms other than those of 
pressure. 


The condition which doctors probably have in 
mind when they mistake a neurasthenic reaction for 
thyroid disease is the type of hyperthyroidism usually 
referred to as exophthalmic goiter, or Graves’ or 
Basedow’s disease. The two differential points of 
greatest significance are the increased basal metabolic 
rate and the characteristic eye signs. In Graves’ dis- 
ease basal metabolism may be raised 50 to 150 per 
cent above normal, while in neurasthenia it will be 
only slightly increased, and instead of having an in- 
creased appetite to compensate for the increased 
oxidation seen in Graves’ disease, the appetite of the 
neurasthenic patient is poor or at least somewhat 
capricious. Exophthalmos, lagophthalmos, and von 
Graefe’s sign, all characteristic of Graves’ disease, are 
not seen in the neurasthenic patient. 


Even if the basal metabolic rate is increased, and 
the condition seems to be one of hyperthyroidism, I 
believe that the recommended treatment for the con- 
dition is not immediate surgery, but physical and 
mental rest for an extended period. Why must sur- 
geons feel that it is necessary to rush the patient to 
surgery? These cases do not constitute surgical 
emergencies even if the surgeon is certain of his diag- 
nosis of hyperthyroidism. Certainly a period of con- 
servative treatment is justified, and this period will 
give the doctor time to study his patient and that 
patient’s life situation. It may well be that even 
“certain” diagnoses will need to be changed in the 
light of the additional information which such studies 
provide. On this point, remember that Martinet? wrote 
“Nothing is sure, not even that which is certain.” 

Another rather common presenting complaint in 
surgical practice is that of pain in the lower right 
quadrant. Now, when the pain is accompanied by 
the usual physical and laboratory findings of acute 
appendiceal inflammatory disease, none of us ques- 
tions the necessity of surgical intervention, and the 
sooner the better. But when a patient walks into the 
office alone or accompanied by a parent or spouse and 
complains of lower right quadrant pain with a history 
of vague pains in that area for several years (par- 
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ticularly if the pains “radiate’’ in any direction), it is 
usually a mistake to jump at a diagnosis of “chronic 
appendicitis.” Alvarez* in 1940 reported studies of 
the histories of 385 patients on whom he found lower 
right quadrant scars from appendectomies. Of 225 
patients in this group who never had an acute attack 
of appendicitis, only two were cured of their abdominal 
pain by the operation. He is convinced of the need 
of showing physicians the almost complete hopeless- 
ness of performing appendectomy in patients having 
no history of acute attacks, and also that appendectomy 
cannot be expected to cure fatigue, constipation, diar- 
rhea, ulcer, mucous colitis, or any of the neuroses. 

The importance of psychosomatic study in patients 
with pain in the lower right quadrant and no history 
of acute attacks cannot be overemphasized. This is 
especially true if the patient says that the pain “radi- 
ates around to the back and down the legs,” or “passes 
up the spine to the head.” A careful investigation of 
the patient as a person, by means of a psychosomatic 
history and subsequent personality study, will usually 
make the presence of a psychoneurosis apparent even 
to the inexperienced individual. 

Another surgically maligned organ is the uterus 
—or perhaps that statement should be broadened 
slightly to include the ovaries, which frequently suf- 
fer at the hands of too eager or too inexperienced 
surgeons. Many times I have examined young women 
who have been subjected to hysterectomy or oophor- 
ectomy for what appeared to me to be inadequate cause, 
and usually without change of the symptomatology. 
Often a second operation had been performed, usually 
for “adhesions” and still the patient had her symptoms. 
Otherwise she would not have been at our clinic for 
examination. On this point, Weiss and English give 
a quotation from Clifford Albutt’s* “Visceral Neuroses,” 
which although written in 1884 is still worth repeat- 
ing: “A neuralgic woman . . . is entangled in the 
net of the gynecologist who finds her uterus, like her 
nose, is a little on one side, or again, like that organ, 
is running a little, or it is as flabby as her biceps, 
so that the unhappy viscus is impaled upon a stem 
or perched upon a prop, or is painted with carbolic 
acid every week in the year. . . . Her mind, thus 
fastened to a more or less nasty mystery, becomes 
newly apprehensive and physically introspective and 
the morbid chains are riveted more strongly than ever. 
Arraign the uterus, and you fix in the woman the 
arrow of hypochondria, it may be for life.” 

We have seen too many women who have had 
uterine suspensions, cervical dilations, and even 
hysterectomies because of a complaint of dysmenorrhea 
or other pelvic pain without any change of symp- 
tomatology. We cannot but believe that the financial 
considerations influenced the surgeons either con- 
sciously or unconsciously in their decisions to intervene 
in these cases. A recent case from our own files illus- 
trates the extremes to which pelvic surgery may be 
carried : 

K. H., a white female aged 34, complained of 
pelvic pain and cramps. History revealed that she 
had had cramps all her life. At the age of 24 she 
was operated on for cystic ovaries. Cramps continued. 
She was subsequently subjected to two more opera- 
tions for cystic ovaries. Cramps continued. In 1946 
fallopian tubes and ovaries were removed. Cramps 


continued. In 1947 a subtotal hysterectomy was per- 
formed. A year later the cramps returned! Here is 
a still young woman who has had her pelvic organs 
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operated on five separate times—and she still has her 
complaint of pelvic pain. 

When will we learn that the somatic reflections 
of emotional conflict cannot be cut out of the body 
with the scalpel? The patient discussed above was 
referred to the Division of Psychiatry and it is ex- 
pected that she will respond to psychiatric manage- 
ment. Think of the happiness she might have had if 
she had been given the benefit of a psychosomatic study 
when she first consulted a physician because of pelvic 
pain and cramps. 

As a final example of the psychosomatic problems 
of surgical diagnosis, | should like to discuss briefly 
my experience with cases in which the presenting 
complaint was some form of upper right quadrant 
pain, often accompanied by chronic dyspepsia. Ad- 
mittedly one of the most frequent causes of dyspepsia 
is gallbladder disease, and certainly no one questions the 
advisability of surgical intervention when the patient 
is “fair, fat and forty” and has a history of repeated 
attacks of gallstone colic with supporting roentgen 
evidence. But what of the so-called “noncalculous” 
cases? During the past year, I have reviewed 2 cases 
in which the presenting complaint was right-sided 
substernal pain and dyspepsia. On roentgen examina- 
tion these patients showed no evidence of stone, al- 
though the roentgenologist reported findings suggestive 
of gallbladder irritation. Since both these patients 
were in the 20’s and had had no acute attacks, psy- 
chiatric consultation was requested. In both instances, 
an investigation of the personality and environmental 
factors brought out the real etiology of the presenting 
complaints. These cases aptly illustrated that emo- 
tional disturbances may and do select the upper end 
of the gut tract for a somatic outlet. Since the liver 
and gallbladder are derived from this portion of the 
embryonic gut tract and have the same nerve supply, 
they will reflect functional disturbance directed to this 
area in the absence of organic disease. 


OPERATIVE PROBLEMS 


One of the most common emotional problems 
occurring in connection with surgical considerations 
is that of preoperative anxiety. One might think that 
the surgeon, out of genuine interest in his patient, 
would do everything in his power to see that the pa- 
tient is free of anxiety before going to surgery. Or 
failing that, he should want his patient free of anxiety 
and relaxed because such a patient would be a better 
surgical risk. Yet I have seen surgeons who operate 
on an assembly-line basis. They come to the hospital, 
ask to see the new admissions on their service, pop 
into the patient’s room after looking at the case history 
and examination report prepared by the intern and 
resident, give the patient a cursory examination, and 
say to him, “Yes, it has to come out. You'll go to 
surgery tomorrow morning at 8.” Out he goes and 
doesn’t see the poor victim again until the well-draped 
form is wheeled into surgery the following morning. 
I recall one such occasion on which the patient, a 
middle-aged female scheduled for cholecystectomy, was 
so apprehensive that she was in tears. “Take her back 
to her room,” the surgeon bellowed, “I can’t operate 
on anything like that!” 

Aside from the fact that such an attitude shows 
a strange lack of feeling for the patient as a human 
being, it seems to me that proper psychological prepa- 
ration for surgery is as necessary to insure good op- 
erating risks as is good preoperative preparation and 
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a good anesthetist. No patient should enter the 

surgical amphitheatre who has not had all the pertinent 

facts about the operation explained to him in a way 

that he can understand. He should appreciate not 
only the reasons for the proposed surgery, but the 
benefits he may reasonably expect in the way of im- 
proved health after recovery. He must feel confident 
that his surgeon is capable in his field and has a 
personal interest in him as a patient, Finally, and of 
utmost importance, he must anticipate a satisfactory 
result from the surgery. 

The use of preoperative sedation or narcosis is 
often helpful in relieving the tension that most of us 
feel before any ordeal, but it is not a satisfactory 
substitute for psychological preparation of the patient 
before surgery is scheduled. And even preoperative 
narcosis has been carelessly used, especially in patients 
showing extreme apprehension. The amount of medi- 
cation necessary to allay the anxiety in some patients 
is so great that when combined with the effect of the 
anesthetic, there results a systemic toxicity which 
greatly adds to the postoperative dangers. | have seen 
postoperative psychoses which were directly traceable 
to this unwise use of medication. | have also learned 
that there is a direct connection between postoperative 
atelectasis and excessive preoperative medication. 

Closely allied to the problem of preoperative psy- 
chological preparation of the normal patient is the 
problem which confronts the surgeon when he finds 
it necessary to operate on a patient with a definite his- 
tory of emotional instability, or even a frank psycho- 
neurosis. I should like to mention parenthetically that 
only a thorough psychosomatic history previous to 
surgery will disclose such deviations in stability. But 
assuming that the surgeon adopts the psychosomatic 
approach with all his patients, what procedures may 
he safely follow in order to obviate complication or 
exaggeration of the already existing problem ? 

At least four, and preferably six, weekly sessions 
should be spent in preparing the patient for surgery. 
The surgeon must understand something about the 
personality of the patient and his attitudes toward life. 
Then something must be learned about his attitudes 
toward operations in general. In this procedure it is 
better to listen than to do too much talking. Let the 
patient ask plenty of questions, and let him thoroughly 
air his feelings. It is essential that the ideas about 
proposed surgery be wholly divorced from the mech- 
anisms of the psychoneurosis. He should also under- 
stand thoroughly that the surgery will have no 
influence, for good or ill, except as_ specifically 
delineated by the surgeon; in other words, surgery 
will not cure neurosis. During this preparatory period 
the patient acquires confidence in his surgeon as an 
understanding friend as well as a skillful operator. 

A period of postoperative psychotherapy should 
also be planned. It is unwise to operate on psycho- 
neurotic or emotionally unstable persons unless ar- 
rangements can be made for the continuation of ther- 
apy after discharge from surgical service. Sometimes 
it is wise to refer the patient to a convalescent home 
for 2 or 3 weeks immediately following discharge. 
Among clinical groups such as ours, it is customary 
to have the department of psychiatry work with us on 
these cases, and the psychiatrist does most of the 
preoperative and postoperative psychological condi- 
tioning. 

Finally, I wish to. speak of those occasional 
embarrassing situations in which syndromes which 
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we have thought to be largely psychogenic are proved 
to have an adequate physical basis. Two cases from 
my Own experience will serve to illustrate: 

A. R., a white female in the early «0's, com- 
plained of rather generalized abdominal pain, most 
severe in the upper right quadrant. She has a history 
of appendectomy, cholecystectomy, and laparotomy for 
adhesions. Results of laboratory studies were nega- 
tive; pulse, temperature, and respiration were normal. 
The lack of objectivity and specificity in her descrip- 
tion of her symptoms, and her tendency to make the 
most of every opportunity to talk about her pains and 
troubles made it difficult to believe that the cause of 
her complaint was primarily organic. The results of 
roentgen studies of the gastrointestinal system were 
negative. Psychiatric study was refused by the pa- 
tient, and [I was reluctant to operate without such 
consultation. A colleague of mine suggested the pos- 
sibility of recurrent adhesions. I was unconvinced, 
but replied that if he believed in his diagnosis I would 
turn the case over to him for surgery. He operated 
and found a mass of adhesions forming a band from 
the inferior border of the liver, passing to involve 
the greater omentum, and attaching to the anterior 
abdominal wall over the appendiceal area. Removal 
of the adhesions and early ambulation resulted in a 
symptom-free patient! 

J. N., a white male in the late 40's, presented 
a complaint of periodic weakness occasionally pro- 
gressing to unconsciousness. Laboratory studies showed 
marked hypoglycemia, which was corrected by in- 
gestion of glucose, but continued to recur every few 
days. Physical examination revealed no abdominal 
masses, and electroencephalography revealed no ab- 
normalities in cortical discharge. What was causing 
the hypoglycemia ? Remembering the dictum that every 
case of carcinoma of the body or tail of the pancreas 
is diagnosed as a psychoneurosis, we decided that 
pancreatic tumor was a justifiable preoperative diag- 
nosis and scheduled a laparotomy. At surgery inspec- 
tion and palpation showed the pancreas to be entirely 
normal and all other abdominal organs were appar- 
ently normal. 

The question of the cause of the periodic hypo- 
glycemia remained unanswered. Could some imbalance 
of the autonomic nervous system be responsible? No 
definite evidence was found to support such an idea. 
That functional hyperinsulinism does occur we were 
well aware, but a great many patients labeled as hav- 
ing “functional hyperinsulinism” are in reality suffering 
from anxiety neuroses. These thoughts played hide 
and seek through my mind as the patient recovered 
from surgery. Although no evidence of anxiety was 
found except that directly resulting from his periods 
of fatigue, exhaustion, and unconsciousness, neither 
could there be found any physical or organic cause 
for the low blood sugar, and it was concluded that 
it must be due to some functional disturbance. A year 
later it was reported through relatives that the patient 
had been operated on again in a distant city and a 
small mass (the size of a pea) was removed from 
the tail of the pancreas. 

I have presented the reviews of these two cases 
because they illustrate two sources of diagnostic error 
which often result from the unidirectional or “organic” 
approach to diagnosis. The first illustrates the com- 
mon “either-or” attitude: the patient has either a 
physical cause for his complaint, or else he is psycho- 
(Continued on page 251) 
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MIDYEAR MEETING OF BOARD OF TRUSTEES 


The Board of Trustees of the American Osteo- 
pathic Association held a 5-day session in Chicago, 
at the Drake Hotel, beginning December 13. The 
highlight of the meeting was the half day devoted 
to the dedication of the Central office building, and 
the reception and open house which followed the 
formal dedication. Mrs. Blanche Still Laughlin un- 
veiled the plaque dedicating the building to Andrew 
Taylor Still. Addresses were made by Mr. George B. 
McKibbin of Chicago and Dr. Phil R. Russell, Past 
President of the Association. 

The sessions of the mid-year meeting of the 
Board of Trustees were the longest on record, and 
literally hundreds of decisions as to action and direc- 
tion of the Association were arrived at by the Board. 
Only a few of those actions are mentioned in the 
following catalog. 

The Board postponed the Divisional Society Con- 
ference, sponsored by the Bureau of Public Education 
on Health, to the dates of February 5 and 6, the 
meetings to be held in the Knickerbocker Hotel in 
Chicago. The organization meeting of the Council on 
Education of the American Osteopathic Association 
was placed in the same hotel, on the dates of Feb- 
ruary 3 and 4. Because of conflicts in availability of 
hotels in Chicago, the Board changed the date of the 
1950 convention to the week beginning Sunday, July 
9, and directed that it be held in the Stevens Hotel. 

The Board approved an added grant to the Des 
Moines Still College of Osteopathy and Surgery for 
research. Drs. R. M. Tilley, Edwin F. Peters, and 
R. C. MeCaughan were nominated as official dele- 
gates to the American Council on Education, and 
Mr. Lawrence Mills was selected as alternate. The 
names of Dr. Alexander Levitt and Dr. George 
Northup were added to the Committee on Accreditation 
of Postgraduate Education. Dr. FE. H. McKenna was 
appointed to the Committee on Membership Approval. 

The Board surveyed at length the work of the 
Osteopathic Progress Fund Committee and its staff, 
reviewed the needs of the colleges in the light of 
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present-day economics, and directed that the Osteo- 
pathic Progress Fund effort be carried on with 
renewed zeal, inasmuch as the results so far have 
been highly supportive of the profession's teaching 
institutions. It was recognized that the need continues 
to grow, and that the responsibility of the members 
of the profession can not, and will not, be elided. 

The Board considered the long list of important 
recommendations from the Advisory Board for Osteo- 
pathic Specialists, and results of that consideration 
will be published elsewhere. Affiliate status was granted 
to the American College of Osteopathic Obstetricians 
and Gynecologists, and probationary approval was 
given to the American Osteopathic Society of Derma- 
tology. 

The Bureau of Hospitals offered, in cooperation 
with the representatives of the American College of 
Osteopathic Surgeons, material amendments to the 
previously adopted standards for hospitals for the 
training of interns, and to the standards for registered 
hospitals, and adopted new standards for hospitals 
providing residencies. Such standards had been pre- 
viously adopted provisionally only. 

The Board appropriated a sum of money for the 
use of the Auxiliary to the Association in connection 
with its program for the forthcoming annual con- 
vention of the Auxilary, in St. Louis. 

The Board adopted a new form of contract be- 
tween hospitals and interns or residents to be utilized 
by hospitals approved for the training of interns and 
residents. One hospital was added to the approved 
list for the training of interns, and ten residencies 
in various hospitals were approved. 

The Board directed that a Foundation Committee 
be set up to consult with the Association’s Finance 
Committee, the legal department, and others with 
respect to a consolidation of all philanthropic funds 
directed to the promotion of osteopathy, and the 
support of its colleges, hospitals, clinics, ete., and 
asked the Committee to complete its studies and report 
recommendations at the convention in July, 1949, 

The Board directed that a copy of the minimum 
standards for osteopathic colleges be mailed to every 
D.O. of known address. 

It was decided to denominate the 1950 directory 
of the Association, which presumably will come out 
immediately after the first of January of 1950, as the 
Still Memorial edition, the directory to carry informa- 
tion about the Association and its home, and a list 
of donors to the Still Memorial Building. 

The meeting of the Board had been preceded by 
meetings of various official bodies of the Association, 
inchiding the Bureau of Professional Education and 
Colleges, the Advisory Board for Osteopathic Spe- 
cialists, the Bureau of Public Education on Health, and 
the Executive Committee. All met in Chicago, most of 
them in the new Central office quarters which proved 
quite adaptable. 

The minutes of the Board meeting are being 
edited for proper dis.ribution, and extracted so that 
the necessary information can be promulgated to those 
interested. 


R. C. McCaucuan, D.O. 
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HEALTH INSURANCE 


The subject of the economics of the distribution 
of medical care in the United States comes again to 
the forefront in the thinking of physicians. Indeed, 
consideration and study of the problem has not been 
far from the surface in the thinking of leaders in the 
profession since the arguments incident to the enact- 
ment of the Social Security Law in the middle thirties. 
At that time it was generally believed that health 
insurance was one of the triad of benefits sought by 
the proponents of Social Security legislation, along 
with job insurance and pensions for the aged. 

With the new election over and Congress con- 
vening, we are reliably assured that Congress will 
again consider seriously a plan of tax-supported health 
insurance under the general control of the Federal 
Government. 

The osteopathic profession, through its representa- 
tive bodies, some time ago arrived at the consensus 
of the profession with regard to proposals to modify 
the economics of the provision of medical care to the 
people of the country. The House of Delegates of 
the Association has repeatedly considered the needs 
of the people for health services not now equally 
available to all the people. At the risk of oversimplifi- 
cation in the consideration of a very complex problem, 
the position of the profession is as follows. 

It is recognized that certain income groups of the 
American public are unable to obtain the health care 
essential to maintain themselves in good health. Many 
could not afford to pay for such care even if the 
facilities and personnel to render the service were in 
existence. A healthy people is a happy and economi- 
cally stable people. 

The Association, representative of the profession, 
therefore favors the principle of compulsory prepaid 
medical care set up under the auspices of the national 
government so as to insure adequate medical service 
for all income groups and to provide safeguards to 
the system as hereafter outlined. As a method to 
accomplishing these ends, the Association favors a 
single national, prepayment, health insurance system. 
It is planned to cooperate with all groups interested 
to determine the extent of the need for increase in the 
supply of physicians, and of hospital and other 
facilities. 

Conditioning the approval of legislation proposed 
to set up such a comprehensive plan, are the following : 


1. To spread the risk and protect the public, plans 
should be formulated on a larger basis than that 
of a single county; a state or national basis is 
preferable. 


2. Plans should provide separate and distinct con- 


tracts for hospital service and for physicians’ 
reimbursement. 


3. Plans should be approved for social need and 
administration by welfare departments, for actu- 
arial data and financial administration by insur- 
ance departments and for medical regulations and 
administration by each participating profession. 


4. Patient should have a “free choice” of his 
own doctor (subject to acceptance of such case 
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by the doctor) and of his own hospital (if there 
is available space). 
5. Panels of participating physicians must be 
open to all legalized schools of practice without 
discrimination. 
6. Fee schedules must be paid in cash direct to 
doctor: and hospital on a fee-for-service basis ac- 
ceptable to participating professions and hospitals. 
7. Advisory boards (and administrative boards 
if possible) should have divided representation 
from patients (subscribers), participating profes- 
sions (the doctors), and taxpayers (the public). 

8. All participating professions should be repre- 

sented on boards that have the power of determin- 

ing limits of practice and rating classification for 
both general and specialty practice. 

9. Grievance boards from each profession should 

determine such charges as ethics-violation, case 

lifting, excessive treatment, and “exceeding 
qualifications.” 

10. Reimbursement policies of compulsory plans 

should be limited to a $2,500 maximum family 

income. 
R. C. McCaucuan, D.O. 
THE KANSAS CASE 

During 1947 four osteopathic physicians in Kan- 
sas filed a suit in a specially constituted Federal 
Court to enjoin the Governor and the Attorney 
General of the state from enforcing certain provisions 
of the Kansas law which had been interpreted to 
prevent osteopathic doctors from using drugs as 
remedial aid or performing surgery with instruments. 
Early in 1948 testimony was taken and recently the 
three judge court denied the plea for an injunction. 

The plaintiffs alleged that the “due process” and 
“equal protection” clauses of the Federal Constitution 
should prevent the enforcement of the Kansas regu- 
lations governing practice, which, under interpre- 
tation of the Kansas courts, have deprived the 
complaining physicians of the full employment of 
their federally guaranteed rights in providing for the 
needs of their patients. 

The court said, in effect, that it is within the 
province of a state to regulate those who care for 
the health needs of the people and that in this instance 
the state had not acted in an arbitrary manner. 

The court admitted that in other states, acting 
under the state authority, osteopathic physicians, 
trained exactly like those practicing in Kansas, were 
licensed to practice surgery and to use medicinal 
preparations, 

Defense in the case was obviously delegated to 
the representatives of the Kansas Medical Society 
and the State Board of Medical Examination and 
Registration. In the long history of persecution of 
the osteopathic profession by old-school medicine there 
has been no equal to the malevolence exhibited by 
the Kansas Medical Society. The present case was 
no exception. : 

The trial illustrates the difficulties faced by a 
court reviewing conflicting evidence from representa- 
tives of a profession testifying in a field with which 
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they work daily and in which the judges have had 
no professional training. It is hard, indeed it is im- 
possible, for those familiar with and trained in osteo- 
pathic schools covering the whole period of time which 
was important in this case, to understand how a court 
could have arrived at some of the opinions set forth 
in its brief dicta. 

The court apparently reached its conclusions 
sol ly on the basis of the constitutional and statutory 
law involved. The opinion was avowedly made without 
regard to what constituted osteopathy when the Kansas 
law was passed even though, in this connection, the 
court said, “For the purpose of this opinion, I will, 
therefore, assume that the use of drugs and surgery 
wa. a part of the original osteopathic concept and 
that reputable osteopathic schools teach surgery and 
the use of drugs to the same extent that the subjects 
are taught in accredited medical schools.” With this 
assumption of the court one of the judges was not 
in agreement although his conclusions were that the 
injunction should be denied. 

The court was apparently impressed with the 
possibility that under Kansas law there was oppor- 
tunity for an osteopathic college to be approved as 
a medical school by the Board of Medical Examina- 
tion and that therefore there was opportunity for 
osteopathic physicians and surgeons to qualify to 
practice in accordance with their training and educa- 
tion. Of course, those acquainted with methods of the 
Kansas Medical Society know that, at this time, such 
a possibility is nonexistent in that state. 

One of the judges opined that, under Kansas 
law, a physician licensed to practice medicine and 
surgery cannot, legally, practice what the Kansas 
Supreme Court has defined as osteopathy. 


OSTEOPATHIC WRITING 


The need for more and better writing by osteo- 
pathic physicians is recognized by every thinking 
member of the profession. The Academy of Applied 
Osteopathy not only recognizes this need but is doing 
something constructive about it. They are offering 
incentive to junior and senior students in the osteo- 
pathic colleges ; they are conducting prize essay contests 
with substantial rewards to the winners. 

The winners in last year’s contest were Miss Viola 
Frymann who is now a senior at the College of 
Osteopathic Physicians and Surgeons and Mr. Robert 
C. Schaefer who is a senior at Kirksville College of 
Osteopathy and Surgery this year. Miss Frymann’s 
paper, “The Role of the Osteopathic Lesion in the 
Production of Cardiac Pathology,” and Mr. Schaefer’s 
paper, “Role of the Osteopathic Lesion in Diseases of 
the Liver,” appear as Special Articles in this issue of 
Tite JourNAL; they begin on page 246. These papers 
should be given thoughtful attention by readers and 
constructive criticism and encouragement should be 
offered to the student authors. 

While it is understood that formal education is 
not necessarily a prerequisite to good writing, it is 
usually conceded that a good general educational back- 
ground is extremely useful and desirable for a phy- 
sician, particularly when he engages in writing. The 
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subject of the educational background of the physician 
is discussed by three different writers in this month’s 
JourRNAL. 

Mr. Lawrence Mills, writing in the Educational 
Supplement, says, “The Bureau of Professional Edu- 
cation and Colleges of the American Osteopathic 
Association recommends that preosteopathic students 
complete 3 years of work. Such students are urged to 
emphasize general education rather than to concentrate 
on a science major. Osteopathic colleges have as their 
first objective the training of the general family phy- 
sician who will be a professional man and not a 
technician. A good cultural background in the pre- 
professional colleges is considered important in a 
doctor’s training.” 

Dr. Otterbein Dressler in his article, “Osteopathic 
Education Looks Ahead,” writes, “No one is more 
able to provide the early education for our doctors 
than the teachers in the colleges of liberal arts and 
science. Therefore we must cause these teachers to 
see that we want liberal, broad education, rather than 
narrow, cold science. We seek people with knowledge, 
but knowledge tempered with understanding.” 

In “Educational Indigestion,” an article reprinted 
from Federation Bulletin, R. N. Whitfield, M.D., 
points out the lack of proper education below the 
preprofessional level. On the other hand he empha- 
sizes the need for such education. 

Mr. Mills shows in his statistics on osteopathic 
students that 57 per cent of matriculants in the fall 
of 1948 and 66 per cent of those entering college in 
the fall of 1947 and in February, 1948, have 3 years 
or more of preprofessional college training in good 
colleges or universities. With such backgrounds, 
present-day osteopathic students are excellently pre- 
pared to become the profession’s writers of the future. 
There is no better time for thém to start writing than 
when they have available to them for help and guidance 
the libraries, the librarians, and the faculty members 
of their colleges. Few will disagree with the statement 
that practice and “know how” are important factors 
in effective writing. 

The contest conducted by the Academy of Applied 
Osteopathy should be a starting point for the develop- 
ment of latent writing abilities of osteopathic students. 
Details of the 1949 contest are given on page 251 of 
this JOURNAL. 

The Academy is encouraging osteopathic writing 
in another field; the paper of Dr. Angus G. Cathie 
which begins on page 235 was provided under the 
Harry L. Chiles Memorial Fund. 


THE EDUCATIONAL NUMBER 

This JourNAt is the Educational Number; it 
contains a Supplement on Osteopathic Education con- 
tributed by The Office of Vocational Guidance of 
the American Osteopathic Association. While much 
material on osteopathic education has been included 
in THE JouRNAL throngh the years, this is the first 
time a full Supplement has been devoted to the subject. 
Outstanding among the contents is the complete text 
of “Educational Standards for Osteopathic Colleges” 
which should be studied by every osteopathic physi- 
cian. 


Andrew Taylor Still 
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January, 1949 


Memorial Building Dedicated 


The Andrew Taylor Still Memorial Building, the 
permanent Home of the American Osteopathic Asso- 
ciation, was dedicated on December 15, 1948. The 
dedicatory ceremonies which were held in a temporary 
auditorium arranged on the third floor were opened 
at 2:30 p.m. by Dr. Allan A. Eggleston, Montreal, 
Canada, trustee and chairman of the Committee on 
Dedication. The Reverend Charles Ray Goff, pastor 
of the Chicago Temple First Methodist Church, gave 
the invocation. Dr. Stephen M. Pugh, President, pre- 
sided at the ceremonies. The speakers were Mr. George 
B. McKibbin, Chicago attorney, who served as ad- 
ministrator of internal affairs under the American 
Military Government in Germany and who is now 
chairman of the Illinois Board of Public Welfare, and 
Dr. Phil R. Russell, Fort Worth, Texas, Past Presi- 
dent, trustee and chairman of the Committee on Central 
Office Home. 

Mr. McKibbin, whose topic was “A Layman 
Views Osteopathy,” said, “During the past 50 years 
the osteopathic profession has had to combat the handi- 
caps of newness and prejudice, and that it has suc- 
ceessfully overcome those handicaps and made such 
great strides in demonstrating its permanence and 
usefulness in helping to mend sick bodies and produce 
a healthier citizenry is greatly to its credit. This build- 
ing which we are dedicating today stands as a useful 
monument in which to carry out many of the organi- 
zational activities of your great profession.” 


December 15, 1948 


Mr. George B. McKibbin Dr. Allan A. Eggleston 


Dr. Russell, representing the more than three 
thousand people whose generosity made the build ng 
possible, spoke on “Andrew Taylor Still—Physician, 
Philosopher, Humanitarian.” He said, “This is a de i- 
cation ceremony of a memorial to Andrew Taylor Sill, 
and would be a complete failure unless we devote the 
major portion of this talk to the man to whom we 
dedicate this memorial, and to the theories he gave to 
the world.” 


In presenting the building he said, “Those who 
conceived, financed, and built this beautiful building 
and memorial could find no better trustee for it than 
the American Osteopathic Association, whose chartered 
objectives are to carry out the principles and concept 
of health as established by the founder of osteopathy.” 
Dr. Russell turned over to Dr. Pugh the deed and the 
keys to the building. The keys were given into the 
care of Dr. R. C. McCaughan, Executive Secretary, 
by Dr. Pugh. 

The closing events of the ceremony were the pres- 
entation of a golden building key to Dr. Russell by 
Dr. Robert B. Thomas, Huntington, W. Va., Past 
President; the unveiling of the dedicatory plaque of 
Dr. Still by his daughter, Mrs. Blanche Still Laughlin; 
and the reading by Dr. Eggleston of the names of those 
who sent flowers and congratulatory messages and tele- 
grams. The benediction was pronounced by Dr. Goff. 

Following the Dedication, open house was held 
from 3:30 to 6:30. The entire Official Family was 
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ANDREW TAYLOR STILL MEMORIAL BUILDING DEDICATED 


Left: Dr. Robert B. Thomas, Past President, presenting golden key to building to Dr. Phil R. Russell, chairman 


of the Committee on Central Office. Home, in the presence of Dr. Stephen M. Pugh, President. 


Right: Dr. Pugh turn- 


ing over to Dr. R. C. McCaughan, Executive Secretary, keys to the building. 


present and with the Central office staff acted as hosts 
to more than eight hundred visitors. Among the vis- 
itors were friends of osteopathy, business associates, 
representatives of other organizations and associations, 
former employees, families of staff mémbers, and 
many members of the profession and their families 
from Chicago and the vicinity and from the neigh- 
boring states of Wisconsin, Iowa, Missouri, Indiana, 
and Michigan. Some visitors came much greater 
distances. 

The great beauty of the building as well as its 
functional design were the subject of much favorable 
comment. Members of Central office staff acted as 
guides and showed visitors through the various depart- 
ments, explaining the special features of design and 
equipment. 


The display stand dedicated to the memory of the 
late Dr. Ray G. Hulburt was of great interest to many 


of those present. The movable leaves of the stand are 
filled with historical material dealing with all phases of 
osteopathy. It was the often stated wish of Dr. Hul- 
burt that such a display should have a place in the 
permanent home of the Association. 

The dedication of the Andrew Taylor Still Memo- 
rial Building culminates 4 years of effort and planning 
under the leadership of Dr. Russell as chairman of the 
Committee on Central Office Home. Dr. C. Robert 
Starks, Past President of Denver, and Dr. Frank 
MacCracken, Fresno, California, as successive chair- 
men of the Subcommittee on Fund Raising made nota- 
ble contributions to the effort. 


Ground breaking ceremonies took place during the 
Fifty-first Annual Convention of the Association in 
Chicago, July, 1947. Actual construction began soon 
after and the building was ready for occupancy 
August 28, 1948. 


Left: Mrs. Blanche Still Laughlin before memorial plaque of her father. Right: Mrs. Ray G. Hulburt and Dr. H. 
Dale Pearson, President-Elect, viewing display stand dedicated to the memory of the late Dr. Ray G. Hulburt. 
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SPECIAL ARTICLES 


The Role of the Osteopathic Lesion in the 
Production of Cardiac Pathology 


VIOLA M. FRYMANN, M.B., B.S. 
Los Angeles 


“The osteopath of practice and skill 
knows and has demonstrated to his own sat- 
isfaction that when he adjusts the spine and 
ribs the heart acts normally. To him this is 
not theory, but truth of his own demonstra- 
tion.” 

—A. T. Still. 


The therapeutic test has been the criterion by 
which a great many methods have progressed from 
hazy ideas to trusted instruments of healing. But in this 
scientific age it is not sufficient to state that a certain 
procedure produces a beneficial result. There must be 
an explanation of the route and forces by which this 
result is accomplished; a manipulative measure must 
be based upon anatomical and physiological facts. In 
order to define the role of the osteopathic lesion in the 
production of pathology, careful analysis must be made 
of (1) the nature of the osteopathic lesion itself, (2) 
the anatomical and physiological circumstances which 
permit this lesion to induce distant pathology, and (3) 
the nature of the pathology which can with a consid- 
erable degree of certainty be attributed to a particular 
lesion. 


The A. T. Still Research Institute engaged in work 
on these three important problems, and reference will 
be made to the extensive results accumulated thereby. 

THE OSTEOPATHIC LESION 

Concisely stated, an osteopathic lesion is “a mal- 
adjustment that perverts physiology.”? Louisa Burns 
uses the term “vertebral lesion” in the sense of a slight 
maladjustment of vertebrae, unassociated with any 
actual solution of continuity of any structural tissues.* 
As a result of extensive, thoroughly controlled observa- 
tions upon several thousand human beings, and but 
slightly fewer animals, she was enabled to make a very 
important statement, namely, that cells in the vicinity 
of lesioned vertebrae undergo certain changes which are 
uniform in type no matter what the etiology of the 
lesion, or whether it is primary, secondary, accidental, 
or experimental. Differences in duration of the lesion 
cause differences in the degree of these pathological 
changes, but not in their kind. There is therefore a 
definite pathological picture of the osteopathic lesion, 
which is as clearly defined as the changes which are 
called to mind by the term inflammation. 

A brief review of these positive changes will not 
only clarify the term “osteopathic lesion,” but will also 
assist in an understanding of the visceral changes to be 
described later. Changes in the bone marrow are re- 
flected early in the circulating blood picture. The peri- 
osteum and ligaments show slight swelling which is 
most marked at points of attachment of ligaments and 
muscles; staining reactions demonstrate reduced 
alkalinity. Later, partial absorption of fluid and hyper- 


“Awarded first prize for a paper on this subject submitted by a 


junior or senior osteopathic student in the 1948 contest of the Academy 
of Applied Osteopathy. This year Miss Frymann is a senior at the 
College of Osteopathic Physicians and Surgeons, Los Angeles. 


(Lond.)* 


plasia of connective tissue are noted. The interverte- 
bral disk shows marked swelling of the nucleus pulpo- 
sus which is under increased tension. Alkalinity is 
reduced. Absorption of the edematous fluid, atrophy 
of the cells, reduction of elasticity, and connective tissue 
hyperplasia are features of the disk in the later phase 
of the lesion. 


Swelling and thickening are also characteristic of 
the synovial membrane in the lesioned articulation 
small petechial hemorrhages by diapedesis appear «nd, 
recurring at irregular intervals, give the synovial t!uid, 
itself increased in volume, a blood-stained appearance. 
These hemorrhages recur as long as the lesion rem: ins, 
thus perpetuating the abnormality of the fluid. In the 
first few hours after lesioning, the fibers of the small 
spinal muscles show a normal contraction ; this is grad- 
ually superseded by increasing tension which passes 
into a state of rigor which closely resembles rigor mor- 
tis. Histologically the muscle protoplasm is firmer than 
normal, the longitudinal striae are more distinct than 
usual, while cross striations are less easily visible. 
The muscle fibers are swollen with increasing edema 
and diminished alkalinity. Gradually there is increase 
in the number of the nuclei of muscle and connective 
tissue cells and an atrophy of many muscle fibers. 
Hemorrhages by diapedesis occur at irregular inter- 
vals, to be later digested, absorbed, and replaced by fi- 
brous tissue. The fasciae, both deep and superficial, 
and subcutaneous tissues are the site of many hem- 
orrhages by diapedesis in areas related to the lesion. 
A diminished alkalinity of the tissue juices is a con- 
stant feature. 


Changes in the nerves related to the lesioned area 
include (1) a slightly granular or hyaline appearance 
of the medullary sheath, (2) slight swelling of the 
nerve fiber, (3) the nerve cells show less sharply con- 
vex curves, Nissl’s bodies are scanty, and stain freely, 
while the nucleus stains feebly and is eccentrically 
placed.’ Nerve function moreover, is very sensitive to 
changes in pH, which in turn is influenced by the 
carbon dioxide and oxygen tension. In the presence of 
edema the circulation is impaired, the gaseous exchange 
is reduced and the pH falls. Those nerve fibers with no 
medullary sheaths, namely the sympathetics to viscera 
and blood vessels, are most susceptible to these changes; 
those with thinnest sheaths which supply the small 
spinal muscles are affected next, whereas the largest 
fibers with thickest sheaths are only affected after a 
long time. Furthermore, viscera innervated by the 
splanchnic nerves and others derived from visceral 
centers in the spinal cord which pass as white myeli- 
nated preganglionic fibers to collateral ganglia before 
forming synapses with sympathetic cells are less seri- 
ously affected than are those which synapse in the 
ganglia of the sympathetic chain and are relayed as 
nonmyelinated gray rami to the viscus. This explains 
the susceptibility of the cardiovascular system to lesions 
of the vertebral complex. 
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Thus Dr. Burns concludes that “there is a definite 
and invariable series of tissue changes due to vertebral 
lesions” ;° it is this complex of tissue changes, briefly 
described above that constitutes the osteopathic lesion. 

Consideration must now be given to the pathways 
by which the heart may be affected by such osteopathic 
lesions. 


THE AUTONOMIC NERVOUS SYSTEM AND THE HEART® 


The heart receives innervation through the sym- 
pathetic and parasympathetic nervous systems. The 
sympathetic supply is derived from the superior, mid- 
dle, and inferior cardiac nerves arising from the cervi- 
cal sympathetic ganglia. Also sympathetic nerves aris- 
ing from the second to the sixth thoracic ganglia have 
been traced to the cardiac plexuses either by branches 
to the cardiac nerves, to the vagus or direct. These 
sympathetics to the heart appear to be more abundant 
in the fourth and fifth segments than elsewhere. The 
efferent components of the sympathetic cardiac nerves 
are postganglionic fibers arising from cells situated in 
the segmental ganglia from which the nerves arise. The 
corresponding preganglionic fibers are components of 
the corresponding thoracic spinal nerves down to and 
including the fifth. 


The parasympathetic innervation is derived from 
the vagus through the superior, inferior, and thoracic 
cardiac rami on either side. The efferent branches of 
the vagus are preganglionic unmyelinated (70-80 per 
cent) fibers which synapse with ganglion cells in the 
cardiac plexus. 


All the extrinsic nerves of the heart carry afferent 
fibers except the superior sympathetic cardiac nerves. 


The intrinsic innervation of the heart is still in- 
completely investigated, but the general conclusion is as 
follows. Numerous ganglia have been found on the 
posterior surface of the atria and at the roots of the 
great vessels, but ganglia cells occur only rarely, if at 
all, in the ventricular walls. These intrinsic ganglia are 
associated with an abundant subepicardial plexus of 
unmyelinated fibers which is present in all parts of the 
heart. This plexus is most abundant in the areas of 
distribution of the ganglia and in the interatrial septa. 
Fiber bundles arise from it and ramify throughout the 
myocardium around the cells. Extensive experiments 
suggest that the atria and atrioventricular bundle are 
supplied by sympathetic and parasympathetic fibers, 
but that the ventricular muscle receives only sympa- 
thetic innervation. As the fibers approach their termi- 
nation in the cardiac muscle, whether in atria or ven- 
tricles, they form delicate plexuses around the muscle 
fibers. 

The physiology of cardiac innervation will be 
briefly reviewed. The primary effect of vagal stimula- 
tion is inhibitory, but under pathological conditions 
cardiac acceleration may be produced by stimulation of 
the right vagus. 

The sympathetic fibers are the accelerators. Great- 
er acceleration results from stimulation of the nerves 
of the right side than of the left. Stimulation of the 
right cardiac nerves influences atrial contraction, having 
little effect on the ventricles, whereas stimulation of the 
left nerves exerts little influence on the atria, but aug- 
ments ventricular contraction. Of great importance to 
the osteopathic physician is the fact that in man stimu- 
lation of the superior and middle cervical sympathetics 
fails to accelerate the heart whereas stimulation of the 
roots or communicating rami of the upper thoracic 
herves, particularly those of the second and third, or 
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the postganglionic fibers running from the stellate and 
upper fourth and fifth thoracic ganglia to the heart 
always results in the cardiac acceleration. Also sym- 
pathetic stimulation modifies the conductivity and con- 
tractility of the cardiac musculature. One more charac- 
teristic of importance in a consideration of complex 
lesion states is that sympathetic stimulation has a longer 
latent period before its effect appears than has vagal 
stimulation; also the effect is more prolonged after 
cessation of stimulation. Therefore, when vagal and 
sympathetic stimulation are simultaneous, the vagal 
effect appears first, giving place to the sympathetic 
effect as fatigue develops. 

With this brief review of the anatomy and phy- 
siology and the nature of the disturbing pathology 
of the lesion accomplished, a detailed consideration of 
the changes noted in cardiac structure in association 
with spinal osteopathic articular lesions will now be un- 
dertaken, bearing in mind a very apt and enlightening 
statement by Becker :* “. . . local pathology in the seg- 
ments of the spinal column impairs the functioning 
capacity of nerves in that region, and as a result of 
that local pathology, the tissues that receive their inner- 
vation from these nerves are disturbed in their func- 
tioning capacity and tend to develop a pathology exactly 
the same in kind . . . as is present in the local lesion.” 
(Italics supplied. ) 


CARDIAC PATHOLOGY RELATED TO SPECIFIC 


OSTEOPATHIC LESIONS 

During the last 15 years carefully controlled ex- 
periments with large numbers of rabbits and other 
laboratory animals have provided reliable information 
regarding the effects of specific spinal osteopathic artic- 
ular lesions upon the structure and function of the 
heart. Information derived from human beings on a 
more limited scale has corroborated most of the conclu- 
sions reached by these experiments. It is principally by 
the work of Burns that this valuable information has 
been disclosed.*:**”"! The effects of specific lesions 
upon the cardiac apparatus will now be described, pro- 
ceeding from above downwards. 

The Occipital Lesion.—Immediately after produc- 
tion of the lesion, pulse changes are observed: first 
tachycardia and irregularity which soon give place to 
a grouping of about half as many slow beats as rapid 
ones, ¢.g., ten slow beats to twenty rapid ones. Ex- 
trasystoles may also be noted. 

The Atlas Lesion.—-Pulse changes similar to those 
following the occipital lesion are noted immediately 
after production of atlas lesions. The force is stronger 
but the rhythm is irregular. There may be bradycardia 
but the grouping of fast and slow beats is invariable. 

Electrocardiograms confirm this functional pathol- 
ogy. The P wave is frequently of abnormal form and 
duration indicating that the contraction originated at an 
abnormal focus, i.e., one other than the sinoauricular 
node. Fibrillation has been noted. Conduction time as 
shown by the ORS complex is much prolonged; slur- 
ring of this complex indicates pathological changes in 
the bundle of His and that the impulse has not followed 
the normal path of distribution to the ventricular 
muscle.** 

Before describing the structural pathological 
changes it may be of value to review briefly the gross 
and histological features of the normal rabbit’s heart. 
From a study of 210 normal rabbits’® the following 
conditions could be standardized. 

A. Gross: After removal, the normal tone of the 
myocardium maintains the firm rounded contour of the 


248 THE OSTEOPATHIC LESION IN CARDIAC PATHOLOGY—FRY MANN 


heart when placed on a flat surface. The valvular struc- 
ture is normal. The myocardium bleeds slightly on 
section, but can only be torn by considerable force, 
forming palpably strong fragments of good tone. The 
extravasated blood is not granular. 

B. Microscopic: The cross striations are even and 
regular. The longitudinal striae are rarely visible, and 
very indistinct when visible at all. The connective tis- 
sue fibers are fine, delicate, scanty. The nuclei of muscle 
cells are placed midway between the ends of the cells, 
and the striations of the cell are not distinct near the 
nucleus. The arterioles contain a central core of cells 
surrounded by a peripheral zone of plasma. The capil- 
laries contain plasma and very few blood cells—approx- 
imately one erythrocyte in a capillary area long enough 
to contain 10-15 cells placed in a line. No hemorrhagic 
areas are visible. The differences between Purkinje 
cells and ordinary muscle cells are shown chiefly by 
variations in refrangibility. 

In the upper cervical or atlas lesions the immediate 
structural changes are rare, irregular cross striations 
and early cloudy swelling in the cells of many areas. 
Later the Purkinje cells and cells of intrinsic cardiac 
ganglia show a dull and rather cloudy appearance, 
while the nerve endings are fragmented. Thus the con- 
duction apparatus of the heart is predominantly affect- 
ed, and this is confirmed clinically and electrocardio- 
graphically in the presence of an occipital or atlas lesion. 
(It is unusual in man, to find one without the other.) 
The tissue changes surrounding the atlanto-occipital 
and atlanto-axial articulations when in lesion cause 
functional changes in the vagus nerve thus diminishing 
its activity, or disturbing the rhythm of its action. Other 
cervical lesions do not have such a profound influence 
upon the heart. 

The upper six or seven thoracic vertebrae when in 
lesion may all affect the heart to some extent, but it is 
the third and fourth which produce the most outstand- 
ing variations in function and structure. With a fourth 
thoracic lesion there is a feeble staccato pulse, the rate 
and force is uneven, slower than normal with a pecu- 
liar palpable tremulous quality. Electrocardiographic 
changes in the ST limb, the irregularity and peculiar- 
ities of the T wave are indicative of myocarditis or 
cardiac malnutrition. 

Since time changes only the degree and not the 
inherent nature of lesion pathology, changes recorded 
within 3 weeks of lesioning will be described. Within 
an hour of lesioning the changes are apparent. Months 
or years later a more chronic type of pathology is 
found but on all occasions the fundamental pathology 
is the same, 

A. Gross: The heart lies flat, after removal. The 
myocardium bleeds freely, and is easily torn into soft, 
flabby, granular fragments. The blood is granular. 

B. Microscopic: The cross striations are irregular 
and dim. The longitudinal striations are very distinct 
in all areas. The connective tissue fibers are fine, deli- 
cate, and scanty, but in the later specimens have become 
abundant, coarse, and irregular. The nuclei of the 
muscle cells occasionally are found at the pole of the 
cell. The arterioles are crowded with cells and there is 
no peripheral plasma layer visible anywhere within 3 
days of lesioning. The capillaries are crowded with 
cells, and diapedesis is beginning to occur. A few defi- 
nite hemorrhages may be observed without degenerative 
changes. The hemorrhages increase in number later. 
They are always small, but the erythrocytes are degen- 
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erating and there is connective tissue overgrowth. The 
Purkinje system is apparently unchanged. Increased 
tissue fluid separates the muscle fibers and distends 
the cardiac cells. 


Not merely is this a picture of weak cardiac mus- 
culature, myocarditis, but it presents a close similarity 
to the local tissue changes of the osteopathic lesion, and 
it is the universal picture of changes initiated by the 
lesion irrespective of the viscus considered. 

Speculation upon the influence of thoracic or upper 
cervical lesions on rheumatic, diphtheritic, and toxic 
myocarditis, myocardial fibrosis, and heart bloct: is 
interesting. The local or diffuse type of lesion in rheu- 
matic myocarditis,* the inflammatory edema, the cellu- 
lar necrosis, the fibrosis, and the ultimate scarring must 
surely be perpetuated and aggravated by the osteopathic 
lesions described. In diphtheritic myocarditis the mus- 
cle fibers are swollen, granular, and have lost their 
striations. These changes very closely resemble the 
changes produced by thoracic lesions. Therefore, it is 
possible to state that osteopathic lesions may be impor- 
tant contributing factors in the cardiac complications 
of many general diseases. 

Specific cardiac pathology has not been demon- 
strated following lesions lower in the spine, but a gen- 
eral emaciation and loss of tone has been recorded due 
to the malnutrition which accompanies low thoracic and 
lumbar lesions. 


A few words may be added concerning congenital 
cardiac abnormalities. Burns'® came to the conclusion 
that “Rabbits . . . with ancestry known to be normal 
for three or more generations did not produce 
deformed or weakly young. . . . Any lesion . . . exerted 
some effect upon progeny.” 

The conclusion to be drawn from this survey of 
the osteopathic lesion in its relation to cardiac pathol- 
ogy, has been very ably expressed in the following 
words of Dr. Becker.” “. . . there is nothing in cardiac 
therapy superior to scientifically prescribed, accurately 
dosed, carefully administered and repeated osteopathic 
manipulative treatment for the relief of cardiovascular 
disease either functional or organic.” 


1927 Griffin Ave. 
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n an attempt to explain the relation of the osteo- 
lesion to liver dysfunction I shall try to explain 
one should expect physiological malfunction be- 
of an anatomical discrepancy. I shall try to cor- 
ate each positive statement with citations to well- 
n anatomical or physiological texts and, in addi- 
with references to the research that has been pro- 
ing in osteopathic colleges. 

Most of the nerves of the liver are of the unmyeli- 
nate variety; they follow the portal canals and are 
distributed to the walls of the blood vessels and bile 
duct: and to the hepatic capsule. Naked fibrils from 
these trunks also enter the hepatic lobules and form a 
plextis among the cells, in relation with which they 
form fine terminal brushes and varicose end-knobs.* 
From this description of the nervous structure it may 
be assumed that the liver is highly innervated and sub- 
ject to a very fine physiologic balance. This is known 
to be true. 

To review briefly the circulation of the liver one 
must remember that the liver obtains its blood supply 
from two sources, the portal vein, which drains the 
digestive tract, and the hepatic artery. The portal vein 
differs from other veins in that it divides into numer- 
ous branches which ultimately form a rich capillary net- 
work within the liver substance. In this it resembles 
an artery, but unlike an artery it is interposed between 
two capillary beds, one, as just mentioned, in the liver, 
the other in the splanchnic area which it drains. The 
primary branches of the portal vein upon entering the 
liver divide into vessels which run between the hepatic 
lobules. These, the interlobular veins, give rise to capil- 
lary-like vessels called the hepatic sinusoids lying be- 
tween the liver cords and separated each from a bile 
capillary by a single layer of hepatic cells. The Kupffer 
cells are found within the sinusoids, attached by strands 
to their walls. The sinusoids converge toward the cen- 
ter of the lobule where they empty into a wider channel 
running perpendicularly to them, and called the central 
vein. The central veins of neighboring lobules join in 
groups to form sublobular veins which unite to form 
hepatic veins which in turn empty into the inferior 
vena cava. 

The hepatic artery is distributed mainly to the 
fibrous tissue of the capsule and interlobular septa. Its 
terminal branches join the hepatic sinusoids. The blood 
conveyed to the liver by the hepatic artery constitutes 
about 25 per cent of the organ’s total blood supply. 
Upon this fraction, however, the liver depends for its 
oxygen supply; the oxygen saturation of the portal 
blood is low and it probably gives up little oxygen in 
Its passage through the liver.* 

During this discussion it would be well to remem- 
ber, at all times, the blood supply of the liver. The 
blood supply in the liver, as in all visceral organs, is 
dependent entirely upon the integrity of the autonomic 
nervous system. The liver, embryologically, is derived 
trom the alimentary tract and consequently is similarly 
innervated. 
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Role of the Osteopathic Lesion in Diseases of the Liver 


ROBERT C. SCHAEFER* 


Kirksville, Missouri 


The functions of the liver are many and these 
functions are dependent upon the function of the 
autonomic nervous system. The secretion of the bile 
varies according to the type of food ingested and is 
influenced by nerve activity and seems to be further 
influenced by certain products of internal secretion. 
These products of internal secretion, such as adrenalin, 
thyroxin, and pituitary extract, control the process of 
glycogenesis in the liver which is of great import in the 
plan of body economy. Further, these same substances 
exert a great control and influence upon the nervous 
system as a whole. And these substances, or hormones, 
in turn, are dependent for their adequate or normal 
secretion upon a normal nervous system. 

The secretion of bile is influenced by nerve activ- 
ity and seems to be further influenced by secretin, a 
hormone secreted by the duodenum, which is concerned 
primarily with pancreatic function. Ivy* has recently 
shown that purified extracts of the duodenal and jeju- 
nal mucosa, when injected intravenously, cause the 
gallbladder to contract and expel its contents. It has 
been proved that this substance is not secretin and he 
has suggested the name, cholecystokinin. 

The parasympathetic supply to the liver is derived 
from the vagus nerve as is that of the entire gastro- 
intestinal system. The vagus thus supplies activating 
fibers to the bile ducts and the gallbladder and inhibit- 
ing fibers to the sphincter of the papilla of Vater. 

The sympathetic supply to the liver is derived 
from the celiac ganglion. It is connected with the cord 
by the greater and lesser splanchnic nerves; the greater 
splanchnic nerve arising from fifth, sixth, seventh, 
eighth, and ninth thoracic segments and the lesser 
arising from the ninth and tenth or tenth and eleventh 
thoracic segments. Sympathetic nonmedullated fibers 
from the celiac ganglion supply the stomach, liver, pan- 
creas, spleen, kidney, adrenal, ovary, testicle, and the 
intestines as far as the descending colon.‘ 

The celiac or solar plexus lies upon the abdominal 
aorta at the origin of the celiac artery. The celiac 
ganglia, right and left, lie embedded within the plexus, 
which is made up of fibers arising in the ganglia which 
are the postganglionic fibers of the greater and lesser 
splanchnic nerves together with preganglionic fibers of 
the vagus. “The plexus invests the celiac artery 
throughout its course and gives rise to several subor- 
dinate plexuses—the hepatic, gastric, splenic, renal and 
adrenal plexuses—which invest the corresponding ar- 
teries and their branches.’”* 

Through its various activities the autonomic nervous 
system exercises the important function of maintaining 
the constancy of the fluid environment of the body cells ; 
it serves to combat forces, acting either from within 
or without, which tend to cause variations in this en- 
vironment. Of the glandular structures under autono 
mic influence, the liver, pancreas, and adrenals are of 
especial importance in the regulation of blood sugar. 
The pituitary gland in some of its functions, at least, 
is also under autonomic control. The thyroid and prob- 
ably the parathyroids are governed in turn by hormones 
liberated by the pituitary, though it is not improbable 
that they may be influenced also by impulses received 
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through autonomic paths. The stability of the internal 
environment which is so characteristic of the healthy 
body is spoken of by Cannon® as homeostasis and, oste- 
opathically speaking, we refer to homeostasis as the 
normal reaction of the organism to its internal and ex- 
ternal environment.® 

’ When the sympathetic system is activated the liver 
is stimulated and increased glycogenolysis is induced. 
This same effect may be initiated by the intravenous 
injection of adrenalin. The sympathetic system is ac- 
tivated and induces a response by the liberation of sym- 
pathin, an adrenalin-like substance, at its postganglionic 
termination. 


Thus it is seen that a dysfunction in one organ 
may easily affect the normal physiological function of 
one or several of the similarly innervated organs 
through autonomic control. This interrelationship, in 
theory, should explain the gross involvement in organ 
systems after a prolonged period of disturbed function 
in one organ. 

Best and Taylor’ point out the fact that the ab- 
dominal and thoracic viscera are insensitive to several 
types of stimuli which readily arouse sensations in the 
skin and more superficial tissues of the body. They 
cite the results of investigations made on the effects of 
various stimuli by a number of observers, including 
Ross, Head, Mackenzie, Hurst, and Carlson. 

Sensations of pain cannot be elicited from the 
viscera by the usual means. The liver or other organs 
may be pinched, burned, or cut without arousing any 
immediate sensation. The insensibility of the alimen- 
tary tract to ordinary forms of stimulation commences 
in the middle of the esophagus and extends as far as 
the beginning of the anal canal. The question arises as 
to how these observations be reconciled with the fact 
that pain is one of the commonest manifestations of 
visceral disease. 

Several observations have been made in an attempt 
to explain the phenomenon of referred pain but the 
whole subject of pain arising in or referred from the 
viscera is still of a highly controversial nature. One 
theory that has been considered is that abdominal pain 
is always due to the stimulation of somatic nerve ter- 
minals in the parietal peritoneum or mesentery and that 
the organs themselves are quite devoid of pain fibers. 
According to this view, therefore, pain localized within 
the organ itself—true visceral pain—is an impossibility. 

Ross advanced the theory that visceral pain was 
of two types: (1) referred pain and (2) true visceral 
or splanchnic pain, which was diffuse, poorly localized, 
and arose in the viscus itself. 

Mackenzie supported Ross’s view of referred pain 
but maintained that all visceral pain was of this na- 
ture, the viscera being insensitive to stimulation. He 
believed that true visceral pain was never experienced. 
Mackenzie’s conception of referred pain is that when 
a viscus is diseased, pain or tenderness is frequently 
felt in the tissues overlying it approximately or in 
some part quite remote from it. 

It will be remembered that a given spinal segment 
supplies autonomic nerve fibers to a visceral area and 
somatic nerves to a well-delineated area of the skin. 
The two types. of structures thus linked through the 
cord may be some distance apart as the diaphragm and 
shoulder, or be more closely related as the abdominal 
wall and underlying abdominal viscera. It was Mack- 
enzie’s belief that afferent autonomic impulses set up 
an “irritable focus” with the result that cells which 
were accustomed to receiving impulses from the cor- 
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responding somatic area were excited. In this manner 
the impulses from the viscera “irradiated” to cells of 
the corresponding somatic center. New impulses 
originating in these cells travelled along the usual 
paths to higher perceptive centers (thalamus) which 
projected or referred the sensation to the somatic area 
from which it was accustomed to receive impulses. 
Thus he accounted for spontaneous pain in superficial 
structures remote from the diseased site. Mackenzie 
called these reactions viscerosensory reflexes. Tender- 
ness to touch, pressure, or light pinching of the skin 
was ascribed to the impulses, which usually would be 
below the threshold for pain, arriving in the segment 
rendered hyperexcitable as a result of impulses re- 
ceived from the diseased organ. In the case of ‘he 
abdominal viscera, Mackenzie held that the area of 
tenderness in the abdominal wall remained fix-d, 
though the position of the diseased organ chan; od, 
thus indicating the referred nature of the pain.’ 


There are several other theories which differ in 
varying degrees from the work of Mackenzie but all 
agree, of course, on this one important point: ‘he 
center from which the dysfunction arises is in ‘he 
spinal cord or central nervous system. 


If these theories are true, and in all probab:\ity 
they are, let us consider a passage from Boyd® with 
reference to cirrhosis of the liver. He states ‘nat 
“. . . there is no one cause of portal cirrhosis, ‘hat 
any agent leading to diffuse necrosis of hepatic cells 
can give rise to cirrhosis. The use of cinchophen in 
proprietary medicines can produce typical portal 
cirrhosis. In the great majority of cases no cause can 
be demonstrated.” 

According to Boyd it seems justifiable to divide 
portal cirrhosis into two main groups as regards 
pathogenesis. The first may be called the acute or 
subacute atrophy group and may be due to agents 
known to cause diffuse necrosis or it may belong to 
the idiopathic group of yellow atrophies. There may 
be repeated attacks of jaundice with epigastric pain, 
vomiting, and fever, which are designated by the 
clinician as hepatitis. Large groups of liver cells are 
destroyed at each attack. If the patient lives these 
areas are replaced by fibrous tissue and the remaining 
cells undergo compensatory nodular hyperplasia. If 
the outline of the necrotic lobules is still distinguish- 
able, the case may be put in the acute atrophy or toxic 
group but it is usually difficult or impossible to make 
the distinction. 

However, in the great majority of cases, cirrhosis 
results from a slow, long-continued necrosis, a nibbling 
away of cells and their replacement by fibrous tissue. 
The cause of this gradual destruction is uncertain as 
there is no history of attacks of any kind. Little doubt 
exists that a variety of toxins, bacterial, metabolic, or 
even exogenous, may be responsible. Whatever inter- 
feres with tissue respiration (oxidation) in the hepatic 
cells may give rise to neerosis and finally cirrhosis. 
Efficient carbohydrate metabolism cannot take place 
when there is anoxia and the cells become infiltrated 
with fat which replaces the normal glyogen. Marked 
fatty infiltration seems to be an antecedent of cir- 
rhosis in many cases. 

It is appropriate to refer to an osteopathic prin- 
ciple which states fundamentally that the osteopathic 
physician refers back to the primary cause of disease 
more carefully than physicians of other schools of 
medicine. Instead of merely classifying symptoms 
the results of disease—and resting his diagnosis 
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thereon, the osteopathic physician insists upon search- 
ing tirelessly for adequate physical “lesions” that are 
to be found as the cause of symptoms. 

Wilbur V. Cole® has noted gross changes, as well 
as marked histological changes in the liver, in his 
experimental work at the Kirksville College of Os- 
teopathy and Surgery. He has, in his description of 
histological sections, often described cloudy degenera- 
tion of the livers of animals whose lesions were of 
short duration. This finding has been consistent in 
all |esioned animals. Those animals who have been 
lesioned in the thoracic area and then have been 
allowed to develop chronic symptoms have marked 
areas of fibrosis demonstrable in the liver as well as 
other organs. 

Would it not be within the realm of reason or at 
least to hypothesize that those groups referred to 
as the “idiopathic group of yellow atrophies” might 
possibly be due to disturbed reflex areas in the central 
nervous system, the liver being specifically involved 
by lesions involving the eighth, ninth, and tenth 
thoracic areas. 

CONCLUSIONS 

Osteopathy is the therapeutic system which 
searches for the starting and “starving” point in 
physiological trouble—not wasting time unduly with 
the endless panorama of fleeting symptoms, but going 
directly to the center where the original cause is usually 
to be found as some form of mechanical interference 
with nutrition. 

This has been a short resume of generalized 
organ pathological involvement with special emphasis 
placed upon the liver. I hope that in this thesis, I 
have established the probable correlation of lesion 
pathology to visceral dysfunction. In all probability, 
several of the toxic phenomena noted that directly or 
indirectly cause liver dysfunction are closely allied 
to lesions in the thoracic area. 


Kirksville College of Osteopathy and Surgery 
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neurotic. It was hard for me to learn that a person 
may have both a psychoneurosis and organic pathology. 

The second illustrates the “diagnosis by exclusion” 
method. Since laboratory study and laparotomy had 
failed to find the physical cause of the symptomatol- 
ogy, I had by exclusion mentally placed the condition 
in the category of functional disorders. By errors 
such as these | am learning both the wisdom of the 
psychosomatic approach and the folly of relying 
on anything except positive evidence in making a 
diagnosis. 

CONCLUSIONS 

This discussion has, I hope, served to emphasize 
a fact which has become increasingly apparent to me 
as I have gained in experience; namely, that a sur- 
geon cannot divorce psychiatry from his practice. He 
must be sufficiently well grounded in psychiatry to 
recognize the mental and emotional factors in the 
symptom pictures which his patients present. He must 
also be able to handle the minor or run-of-the-mill 
problems of this nature in a capable manner. The 
discussion should also serve to illustrate the advan- 
tages of consultation with a psychiatrist in doubtful 
cases. Surgeons do not hesitate to ask the opinion 
of the pathologist when tissue which is suspected of 
being cancerous must be removed. Why, then,. should 
they hesitate to call upon a psychiatrist to help identify 
psychopathology ? 


At the Kirksville College of Osteopathy and 
Surgery, I make it a practice to have psychiatric con- 
sultation whenever I have referred to me a patient 
in whom I see or suspect emotional imbalance, and 
I follow the psychiatrist's recommendations regarding 
the psychiatric phase of the problem. Consultations 
of this type add to the value of the service we can 
render the patient, help prevent diagnostic and op- 
erative errors, and enhance our prestige among the 
persons who have been or may become our patients. 


Kirksville College of Osteopathy and Surgery 
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The Department of Justice has filed a complaint in the 
District Court of the United States for the District of Oregon 
against the Oregon State Medical Society and several other 
organizations and individuals. Whatever the outcome of the 
trial of the action may be, the charges themselves, in every 
paragraph, bear implications of the greatest importance, im- 
plications which will be apparent to the careful reader. 


A close reading by every member of the whole instru- 
ment, is indicated. The complaint follows in full. 


IN THE DISTRICT COURT OF THE UNITED STATES 
FOR THE DISTRICT OF OREGON 

UNITED STATES OF AMERICA, 
Plaintiff, 


v. 

Oregon State Medical Society 
Oregon Physicians’ Service 
Clackamas County Medical Society 
Clatsop County Medical Society 
Columbia County Medical Society 
Douglas County Medical Society 
Jackson County Medical Society 
Lane County Medical Society 
Marion-Polk Counties Medical Society 
The Multnomah Medical Society 
W. W. Baum 

John Besson 

J. P. Brennan 

John H. Fitzgibbon 

Charles E. Hunt 

Gordon B. Leitch 

K. H. Martzloff 

E. H. McLean 


Civil—4255 


Defendants. 


COMPLAINT 

The United States of America, plaintiff, by its attorneys, 
acting under the direction of the Attorney General of the 
United States, complains and alleges on information and 
belief as follows. 

I. JURISDICTION AND VENUE 

1. This complaint is filed and these proceedings are 
instituted under section 4 of the Act of Congress of July 2 
1890, entitled “An Act to protect trade and commerce against 
unlawful restraints and monopolies,” 26 Stat. 209, as amended, 
said Act being commonly known and hereinafter referred to 
as the Sherman Act, against the above-named defendants, in 
order to prevent and restrain further violations by them, as 
hereinafter alleged, of section 1 and 2 of said Act (15 U.S. C. 
sections 1, 2). 


2. The unlawful monopolizing, attempts to monopolize, 
combinations and conspiracies to monopolize, and contracts, 
combinations, and conspiracies in restraint of trade and com- 
merce among the several states, hereinafter described, have 
been conceived, carried out, and performed, and are being 
carried out and performed in part within the District of 
Oregon. 

Il. DEFENDANTS 


3. Defendant, the Oregon State Medical Society is an 
unincorporated association, having its office and principal place 
of business in Portland, Oregon. It is affiliated with the 
American Medical Association. 


4. Defendant, the Oregon Physicians’ Service is a cor- 
poration incorporated under the laws of the State of Oregon 
and having its office and principal place of business in Port- 
land, Oregon. The Oregon Physicians’ Service furnishes 
prepaid medical, surgical, and hospital care on a_ prepaid 
contract basis. It is sponsored and approved by the Oregon 
State Medical Society and is controlled and operated by 
members of that society. It sponsors, approves, and cooperates 
“with component county societies and organizations controlled 
by the latter which offer prepaid medical plans. 
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5. Defendant, Clackamas County Medical Society is ap 
unincorporated Association, having its office and _ principal 
place of business in Oregon City, Oregon. It is affiliated with 
the Oregon State Medical Society and the American Medica] 
Association. 


6. Defendant, Clatsop County Medical Society is an un- 
incorporated association, having its office and principal place 
of business in Astoria, Oregon. It is affiliated with the Oregon 
State Medical Society and the American Medical Association, 


7. Defendant, Columbia County Medical Society ‘s an 
unincorporated association, having its office and principal 
place of business in St. Helens, Oregon. It is affiliated with 
the Oregon State Medical Society and the American M dical 
Association. 


8. Defendant, Douglas County Medical Society is a» un- 
incorporated association, having its office and principal place 
of business in Roseburg, Oregon. It is affiliated wit!) the 
Oregon State Medical Society and the American M:dical 
Association. 


9. Defendant, the Jackson County Medical Society :s an 
unincorporated association, having its office and pri cipal 
place of business in Medford, Oregon. It is affiliated with the 
Oregon State Medical Society and the American Medical 
Association. 


10. Defendant, the Lane County Medical Society is an 
unincorporated association, having its office and principal 
place of business in Eugene, Oregon. It is affiliated with the 
Oregon State Medical Society and the American Medical 
Association. 


11. Defendant, the Marion-Polk Counties Medical Society 
is an unincorporated association having its office and principal 
place of business in Salem, Oregon. It is affiliated with the 
Oregon State. Medical Society and the American Medical 
Association. 


12. Defendant, the Multnomah Medical Society is an un- 
incorporated association having its office and principal place 
of business in Portland, Multnomah County, Oregon. It is 
affiliated with the Oregon State Medical Society and _ the 
American Medical Association. 


13. Defendant, W. W. Baum is a doctor at Salem, Ore- 
gon. He is a member of the Oregon State Medical Society. 


14. Defendant, John Besson is a doctor at Portland, 
Oregon. He is a member of the Oregon State Medical Society. 


15. Defendant, J. P. Brennan is a doctor at Pendleton, 
Oregon. He has been an officer or director of one or more 
of defendant corporations or associations during all or part 
of the conspiracies hereinafter described. 


16. Defendant, John H. Fitzgibbon is a doctor at Port- 
land, Oregon. He has been an officer or director of one or 
more of the defendant corporations or associations during all 
or part of the conspiracy hereinafter described. 


17. Defendant, Charles E. Hunt is a doctor at Eugene, 
Oregon. He has been an officer or director of one or more 
of the defendant corporations or associations during all or part 
of the conspiracy hereinafter described. 


18. Defendant, Gordon B. Leitch is a doctor at Portland, 
Oregon. He has been an officer or director of one or more 
of the defendant corporations or associations during all or 
part of the conspiracy hereinafter described. 


19. Defendant, K. H. Martzloff is a doctor at Portland, 
Oregon. He has been an officer or director of one or more 
of the defendant corporations or associations during all or 
part of the conspiracy. 


20. Defendant, E. H. McLean is a doctor at Oregon City, 
Oregon. He has been an officer or director of one or more 
of the defendant corporations or associations during al or 
part of the conspiracy. 
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III. DEFINITIONS 

1. Medical care as used herein includes medical, surgical, 
and dental treatment, hospital care, and allied services, in- 
cluding the furnishing of medicine and medical supplies. 
Prepaid medical care plans are plans under which 
medical care is procured or paid for by organizations engaged 
in the business of issuing policies or contracts covering the 
cost of medical care to individuals or groups of individuals. 


1V. NATURE OF TRADE AND COMMERCE 


23. Various organizations are engaged in the business 
of supplying medical care to individuals, groups of individuals, 
and business concerns on a contract basis. Some of said 
organizations have their main offices in Oregon and carry on 
a sul stantial part of their business within that state. 

24. Organizations with offices outside of Oregon offer 
to make and do make contracts with residents of Oregon for 
prepaid medical, surgical, and hospital care and allied services. 
In the absence of the restraints hereinafter described, the 
State of Oregon would constitute a substantial market for 
the prepaid medical care business of such organizations. 

25. Organizations having their main offices in Oregon 
sell prepaid medical care policies in the states of Oregon, 
Washington, and California. Organizations doing prepaid 
medical insurance business in the State of Oregon use inter- 
state transportation and transmission facilities to transmit 
across state lines policies, reports, instructions, and corres- 
pondence, and there is a regular flow of reports, communica- 
tions, and commerce between said Oregon organizations and 
agents, doctors, and customers located in states other than 
Oregon. Medical care policies and payments thereon by 
policy holders regularly flow in interstate commerce between 
the State of Oregon and other states. Prepaid medical policies 
issued by Oregon organizations cover medical care required 
by Oregon residents while in other states. It is a part of the 
regular course of business of said Oregon organizations to 
arrange to pay for said medical care rendered by doctors, 
hospitals, and others in other states, or to provide policy 
holders in other states with transportation to Oregon for 
medical care. All of these transactions necessitate a regular 
course of business dealings between said Oregon organizations 
and individuals and organizations in other states. Business 
dealings across state lines are had between medically insured 
residents of Oregon and hospitals, doctors, and other persons 
located in states other than Oregon. 

26. Organizations engaged in the sale and furnishing of 
prepaid medical care in Oregon are regularly engaged, as a 
part of said business, in the purchase and procurement of 
medicines, drugs, medical supplies, and instruments shipped 
from other states into the State of Oregon, and into other 
states; and said organizations cause the shipment from states 
other than Oregon of medicines, drugs, medical supplies, and 
instruments to’ doctors and purchasers other than said organi- 
zations in the State of Oregon, and other states. 

27. Many industrial concerns located in Oregon are 
parties to, or but for the restraints hereinafter set forth 
would be parties to, contracts with organizations under which 
their employees secure prepaid medical care. Industrial con- 
cerns located in other states carry prepaid medical insurance 
for their employees with prepaid medical care organizations 
having their main offices in Oregon, and use Oregon medical 
care facilities for treatment of their employees. A substantial 
number of their employees reside in states other than Oregon. 

28. Doctors practicing in Oregon treat patients who have 
come from other states to secure medical care in Oregon 
pursuant to prepaid medical care policies held by such 
patients. The facilities of hospitals located in Oregon are 
used by residents of other states who have come to Oregon 
for the purpose of using said facilities pursuant to the terms 
of their prepaid medical care policies. Similarly, doctors in 
other states treat patients coming from the State of Oregon, 
and hospitals in other states are used by residents of Oregon, 
Pursuant to the terms of the prepaid medical care policies 
of those patients. 

29. Medicines, drugs, medical supplies, and equipment 
continuously come into and go out of the State of Oregon 
as the result of medical care by Oregon doctors and hospitals 
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under prepaid medical care plans. Medicines, drugs, medical 
supplies, and equipment are shipped into states other than 
Oregon by virtue of medical care provided by doctors and 
hospitals in Oregon under prepaid medical care plans. 

30. Prepaid medical care organizations providing prepaid 
medical care in the State of Oregon cannot carry on their 
business without cooperation or participation of doctors and 
hospitals in Oregon. Unless doctors and hospitals in Oregon 
provide medical treatment to members of prepaid medical 
care programs and accept payment therefor from prepaid 
medical care organizations, performance of contracts for pre- 
paid medical care is made impossible. 

V. OFFENSES CHARGED 

31. Beginning on or about January 1, 1936, and continuing 
thereafter up to and including the date of filing this com- 
plaint, the defendants have attempted to, and have been 
engaged in a combination and conspiracy to, restrain and 
monopolize interstate trade and commerce in the business of 
selling and furnishing prepaid medical care in the State of 
Oregon and in other states, in violation of Sec. 1 and 2 of 
the Sherman Act (15 U. S. C., Sections 1, 2). Defendants 
threaten to continue such offenses and will continue them 
unless the relief hereinafter prayed for in this complaint is 
granted. 

32. The conspiracy has consisted of a continuing agree- 
ment and concert of action among the defendants, the sub- 
stantial terms of which have been that defendants agree: 

(a) To monopolize and attempt to monopolize prepaid 
medical care business in the State of Oregon and 
between the State of Oregon and other states. 

(b) To limit the scope of medical care to be pro- 
vided by prepaid medical care plans in the State of 
Oregon. 

(c) To prevent, hinder, and obstruct prepaid medical 
care organizations other than those sponsored by de- 
fendants from continuing to engage in or from 
engaging in the business of selling and furnishing 
prepaid medical care in Oregon and in other states. 

(d) To restrain residents of Oregon and other states 
from entering into or continuing under prepaid medical 
care plans not sponsored or supported by the de- 
fendants. 

(e) To prevent doctors from cooperating in prepaid 
medical care plans not sponsored or approved by 
defendants. 

(f) To restrict the use of hospital facilities by doctors 
cooperating in prepaid medical care plans other than 
those sponsored or approved hy defendants. 

(zg) To prevent Oregon hospitals from allowing their 
facilities to be used by doctors and patients associated 
with prepaid medical care plans other than those spon- 
sored or approved by defendants. 

33. The combination and conspiracy hereinabove described 
and the intended restraints which have resulted therefrom have 
heen effectuated in the following manner and by the following 
means : 

(a) Defendants have hindered and obstructed prepaid 
medical care organizations in their attempts to procure 
and retain qualified doctors to cooperate with them. 

(hb) Defendants have expelled, threatened, and incited 
the expulsion from medical societies of doctors co- 
operating in prepaid medical care plans other than 
those sponsored or approved by the defendants. 

(c) Defendants have formed and promoted their own 
prepaid medical care plans with the intent to drive 
out, hinder, and obstruct other commercial medical 
care plans operating in the State of Oregon. 

(d) Defendants have interfered with commercial pre- 
paid medical care organizations other than those spon- 
sored or approved by them in obtaining hospital 
facilities for their members. 

(e) Defendants have refused to treat patients and 
have caused others to refuse to treat patients who 
are members of a prepaid medical care plan not en- 
dorsed by defendants unless the patient pays cash. 
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(f) Defendants have refused and encouraged other 
doctors to refuse to give patients who are members 
of a prepaid medical care plan not endorsed by de- 
fendants itemized statements that will enable the 
patient to be reimbursed under the plan to which he 
has subscribed. 


(g) Defendants have refused to consult or assist and 
have encouraged others not to consult or assist doctors 
who treat members of a prepaid medical care plan 
not endorsed by them. 

(h) Defendants have spread false propaganda among 
doctors, hospitals, and the general public for the pur- 
pose of discrediting any prepaid medical care plans 
not endorsed by them. 

(i) Defendants have agreed among themselves and with 
others not to compete with each other for prepaid 
medical care business or with other similar organiza- 
tions approved by or affiliated with them. 

(j) Defendants have succeeded in making hospital 
facilities in Oregon available only to members of 
defendant Oregon Medical Society and its component 
county medical societies, and have restricted and ex- 
cluded other qualified doctors cooperating in prepaid 
medical plans other than those sponsored or approved 
by defendants from access to such facilities. 

34. Each of the individual defendants has been active 
individually and as an officer or member of defendant asso- 
ciations or corporations in the violations herein alleged. 

VI. EFFECTS OF VIOLATIONS 

35. The following effects, among others, have resulted 
from the violations aforesaid: 

(a) Prepaid medical care organizations other than 
those sponsored by the defendants have been prevented 
and hindered in entering into or expanding their busi- 
ness in Oregon. The business of such organizations 
outside the State of Oregon has been impeded and 
their ability to do business outside Oregon has been 
impaired. 

(b) The public in and out of Oregon has been de- 
prived of a fair and free opportunity to acquire 
medical care insurance from organizations competing 
with one another in a free market. 

(c) Members of the public in and out of Oregon 
have been deprived of medical care, which, save for 


the restraints herein described, would have been af- 
forded them. 

(d) Business concerns in and out of Oregon have been 
deprived of the opportunity to obtain prepaid medical 
insurance for their employees in an unrestrained mar- 
ket, and their business within and outside the State 
of Oregon has been adversely affected thereby. 

(e) Doctors have been deprived of an opportunity 
to practice medicine in Oregon on terms of their own 
choosing, pursuant to the laws of Oregon. 

(f) Doctors in Oregon and outside of Oregon have 
been denied the use of hospital facilities in Oregon. 
(g) Hospitals in Oregon have been denied the privi- 
lege of making their facilities available to doctors 
and members of the public. 

(h) The market for the sale and distribution of 
medicines, drugs, medical supplies, and medical equip- 
ment has been unduly restricted. 


VII. PRAYER 

Wherefore plaintiff prays: 

(1) That pursuant to Section 12 of the Clayton Act, an 
order be made and entered requiring such of the defendants 
as are not residing within this district to be brought before 
ihis Court in this proceeding as parties defendant, and direct- 
ing the Marshals of the District in which they severally are 
inhabitants, or may be found, to serve summons upon them; 

(2) That the combinations and conspiracies in restraint 
of interstate trade and commerce, together with the attempts 
to monopolize, conspiracy to monopolize, and monopolization 
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of the same, hereinbefore described, be declared to be illegal 
and violative of the Sherman Act; 

(3) That defendants be perpetually enjoined from further 
engaging in or carrying out said restraints and conspiracy, 
from doing any act in furtherance thereof, and from engaging 
in any similar conspiracy or course of conduct; 


(4) That defendant medical societies be perpetually en- 
joined from refusing to take into their membership, and 
from expelling or threatening to expel from their membership, 
any doctor because of his cooperation in medical plans o’her 
than those sponsored or approved by the defendants ; 

(5) That defendant medical societies, upon applica'ion 
or request therefor by any such doctor, shall reinstate as a 
member in good standing any doctor who has been expe'led 
from membership because of his cooperation in a mec:cal 
care plan other than those sponsored or approved by the 
defendants ; 


(6) That defendants be perpetually enjoined from _ er- 
suading or inducing or attempting to persuade or in: uce 
hospitals to discriminate in the use of their facilities agz inst 
doctors or patients cooperating or associated with medical . are 
plans other than those sponsored or approved by defenda:tts; 

(7) That defendants be perpetually enjoined from per- 
suading or inducing, or attempting to persuade or induce 
doctors not to cooperate in medical care plans other than 
those sponsored by the defendants; 


(8) That the defendants be perpetually enjoined from 
suggesting, advocating, or agreeing that doctors should refuse 
to treat patients who are associated with medical care plans 
other than those sponsored or approved by the defendants; 
or to discriminate against said patients with respect to {ees 
charged for medical services; or discriminate against said 
patients by requiring them to pay cash for medical services; 
or refuse to supply itemized statements to said patients show- 
ing the medical services rendered and the fees charged 
therefor ; 


(9) That defendants be perpetually enjoined from the 
publication or dissemination of false or disparaging publicity 
concerning medical care plans other than those sponsored or 
approved by the defendants; 


(10) That defendants be perpetually enjoined from advo- 
cating, inducing, or agreeing that doctors who are members 
of defendant medical societies should refuse to consult in 
the diagnosis, care, or treatment of patients of doctors co- 
operating in medical care plans other than those sponsored or 
approved by the defendants; or of doctors who are not 
members of defendant medical societies; 


(11) That defendant medical associations be perpetually 
enjoined from refusing to give approval to any medical care 
plan on the ground that said plan is controlled or sponsored 
by a commercial organization; or that said plan provides for 
medical care of patients having incomes above any given 
amount; or that said plan would compete with one or more 
other medical care plans approved or sponsored by the 
defendants ; 

(12) That defendant medical societies be required to 
advise in writing all of their component county medical so- 
cieties, and to publish a statement in Northwest Medicine, 
that it no longer be the policy of said medical societies to 
do those things which, as hereinbefore alleged, they have 
combined and conspired to do, specifically including those 
things which defendants are enjoined from doing; 

(13) That the plaintiff have such other and further relief 
as the court may deem just and proper; 


(14) That the plaintiff recover its costs. 


Marcus 
James R. Browninc 
Special Assistants to the Attorney General 
Tom C..CLaRK 
Attorney General 


Hersert A. Bercson 
Assistant Attorney General 


Hotmes Batpripce 
Special Assistant to the Attorney General 
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Department of Professional Affairs 
BENJAMIN F. ADAMS, D.O. 


Charman 
West Hartford, Conn. 


COUNCIL ON EDUCATION 
ROBERT B. THOMAS, D.O. 
Chairman 
Huntington, W. Va. 


The organization meeting of the Council on Education of 
the \.O.A. will be held at the Knickerbocker Hotel in Chicago 
Fe) ruary 3 and 4. 


BUREAU OF PROFESSIONAL EDUCATION 


AND COLLEGES 
R. McFARLANE TILLEY, D.O. 
Chairman 
Brooklyn, N. Y. ‘ 


GRADUATE COURSES OFFERED 
Kansas City College of Osteopathy and Surgery—The 
thiricenth postgraduate course in Surgical Anatomy of the 
Head will be lengthened to a 10 day course which will be pre- 
sented from March 10 to 19. Address the Dean, Mr. J. M. 
Peach, 2105 Independence Ave., Kansas City 1, Mo. 


Kirksville College of Osteopathy and Surgery.—Three 
courses offered: Manipulative Therapeutics, January 24-29; 


Advanced Ophthalmology, January 24-February 12; Radiology, 
January 31-February 5. Address the Dean, M. D. Warner, 
D.O., Kirksville, Mo. 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
STEPHEN _B. GIBBS, 0.0. 


Chairman 
Coral Gables, Fiorida 


MEMBERSHIP REPORT AS OF DECEMBER 1, 1948 


Membership count, November 1, 1948.......... : 8,082 
Applications received in November, 1948.......... 14 
Graduates licensed in November, 1948........................ s 

Deaths and Resignations in November, 1948... 9 
Gain in November, 1948..0....................-------00000-0-- 13 
Membership count, December 1, 1948............ 8,095 


HONOR ROLL 
Theodore L. Sharpe 
Ralph Thomas 
Carleton E. Towne 


R. D. McCullough 
Nathan Murphy 
Ira C. Rumney 


Department of Public Affairs 


VINCENT P. CARROLL, D.O. 
Chairman 
Laguna Beach, Calif. 


BUREAU OF PUBLIC EDUCATION ON HEALTH 
JOHN P. WOOD, D.O. 


Chairman 
Birmingham, Michigan 


PUBLIC EDUCATION ON HEALTH CONFERENCE 
FEBRUARY 5, 6, 1949 

The Public Education on Health Conference scheduled for 
January 29 and 30, 1949, has been postponed until Saturday 
and Sunday, February 5 and 6, one week later than originally 
scheduled. The meeting will convene at the Knickerbocker 
Hotel, the first meeting commencing at 10:00 a.m. on Saturday, 
February 5, and the last sesssion closing at 4:00 p.m. on Sun- 
day, February 6. 

Considerable interest has already been evidenced by mem- 
bers of the profession in the coming Public Education on 
Health Conference. This is evidently an indication that the 
profession, as well as the public generally, is becoming more 
and more aware of the problems facing the acquisition of ade- 
quate health care by all the people of this country. Public 
interest, particularly in the proposed compulsory national 
health insurance act, indicates most clearly that the providing 
of medical and surgical services is no longer a matter of con- 
cern solely to the professional physician, but has gone beyond 
the scope of the profession into the realm of public health 
problems, generally. Other matters of similar interest will be 
discussed at the Conference and their place in a program to 
provide the most effective means of furnishing complete health 
care will be examined. 


FEDERAL COURT DECISION IN KANSAS 
OSTEOPATHIC CASE 

On April 19, 1948, a three judge Fededal Court consisting 
of Judge Orrie L. Phillips, Judge Walter A. Huxman, and 
Judge Alfred P. Murrah, convened in Topeka, Kans., and for 
three and one-half days heard evidence regarding osteopathic 
education and practice. This trial resulted from a complaint 
filed by four osteopathic physicians licensed to practice in 
Kansas. They contended that the Kansas Osteopathic Act as 
interpreted by the Kansas Supreme Court and as enforced by 
the Governor and Attorney General of Kansas denied to them 
the right to practice their profession. This Act was enacted 


in 1913 and from that date until 1938 has been considered as 
granting to the osteopathic physicians of that state the right 
to use medicinal substances and operative surgery when deemed 
necessary and in the best interests of their patients. In 1938, 
however, the Kansas Supreme Court construed the Act as a 
limited one and denied that osteopathic physicians in Kansas 
could under the Act use drugs or operative surgery. 

The opinion of the court received just recently denied the 
request for an injunction restraining the Governor and Attorney 
General from enforcing these restrictions and limitations upon 
the practice of osteopathic physicians in Kansas. The court 
held that the plaintiffs were not entitled to relief inasmuch as 
a procedure exists under the Medical Practice Act by which 
osteopathic colleges could be approved for complete practice 
under that Act and graduates of such approved osteopathic 
colleges thus become eligible to receive a license which would 
include the right to use drugs and operative surgery. The 
denial of the injunctive relief was thus based solely on a 
question of statutory construction and not upon the evidence 
presented at the trial. The court, however, was required to 
make findings of fact based upon the evidence. These findings 
were contrary to the best interests of the osteopathic profes- 
sion and stated that the practice of osteopathy was in the main 
confined to manipulative therapy. The findings also held that 
the training and education received in an allopathic and osteo- 
pathic college differs only in emphasis, intensity and degree. 
This finding that the training and education in the colleges of 
the two schools of practice differs only to this extent sub- 
stantiates the contention long held by the osteopathic profes- 
sion that the difference between the two schools is one based 
upon the principles of practice rather than upon the thera- 
peutics required by the two schools. The osteopathic profes- 
sion has lung contended that these basic principles, known as 
the osteopathic concept, require the use of all therapeutic 
agencies and technics. This allegation is not disturbed by the 
findings of the court. Inasmuch as the case brought up ques- 
tions involving osteopathié education and practice and legal 
questions affecting the standard of medical care, interest in it 
was displayed not only by physicians but also by many lay 
groups. 

A more complete analysis of the case will be made when 
its relation to the public health, generally, and its effect upon 
the practice of physicians in other states has been completed. 
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CHESTER D. SWOPE, D.O. 


Chairman 


Washington, 


FEDERAL SECURITY AGENCY 
Public Health Service 
Washington, D. C. 


ANNOUNCEMENT OF REGULAR CORPS EXAMINATION 
FOR MEDICAL OFFICERS (OSTEOPATHIC) 
United States Public Health Service 
A competitive examination for appointment of Medical 
Officers (osteopathic) in the Regular Corps of the United 
States Public Health Service will be held on May 3, 4, and 
5, 1949. 


The Regular Corps is a commissioned officer corps com- 
posed of members of various medical and scientific professions, 
appointed in appropriate professional categories such as medi- 
cal, dental, nursing, engineering, pharmacy, etc., depending 
on training and experience. 


Appointments will be made in the grades of Assistant 
Surgeon (lst Lt.), and Senior Assistant Surgeon (Captain). 
Appointments are permanent in nature and provide oppor- 
tunities to qualified physicians for a lifetime career in clinical 
medicine, research, and public health. 


Requirements: For appointment in the grade of Assistant 
Surgeon, the applicant must be a United States citizen, at least 
21 years of age, and a graduate from a recognized school of 
osteopathy whose graduates are eligible for licensure to prac- 
tice medicine or osteopathy in a majority of the States of 
the United States. Applicants for appointment in the grade 
of Senior Assistant Surgeon, in addition to the above require- 
ments, must have a total of at least 10 years of educational 
training and professional experience subsequent to high 
school. (All commissioned officers are appointed to the gen- 
eral service and are subject to change of station.) Qualifying 
applicants will receive written professional tests, an oral inter- 
view, and a physical examination. 

The professional written examination for the grade of 
Assistant Surgeon will cover the following subjects: (1) 
anatomy, physiology, biochemistry; (2) materia medica and 
therapeutics; (3) practice of medicine; (4) practice of sur- 
gery; (5) obstetrics and gynecology; (6) epidemiology and 
hygiene; (7) pathology and bacteriology. Senior Assistant 
Surgeons applicants will be examined on subjects 3, 4, 6, and 
7 listed above. 

Examinations will be held at points throughout the United 
States including Norfolk, New Orleans, San Francisco, Seattle, 


Chicago, Cleveland, Detroit, Boston, Memphis, Kirkwood 
(Missouri), Staten Island, Los Angeles, Lexington (Ken- 
tucky), Fort Worth, Kansas City (Missouri), Denver, and 
Atlanta. 


Entrance pay tor an Assistant Surgeon with dependents 
is $5,011 per annum; for Senior Assistant with dependents 
$5,551. These figures include the $1,200 annual additional pay 
received by medical officers as well as subsistence and rental 
allowance. Provisions are made for promotion at regular 
intervals up to and including the grade of Senior Surgeon 
(Lt. Col.) and for selection for promotion to the grade of 
Medical Director (Col.) at $9,751 per annum. 

Extra benefits include a 5 per cent increase in base pay 
for every 3 years of service (time served in the past as a 
member of the armed forces is credited), disability retirement 
at a fourths base pay, full medical care, retirement pen- 
sion, 30 days annual leave, sick leave, and many of the usual 
privileges extended to members of the military forces. 

Application forms and additional information may be 
obtained by writing to the: 

Surgeon General 

United States _Public Health Service 
Washington 25, D. C. 

Attention: Division of Commissioned Officers 


Completed applications must be received by April 1, 1949. 


Cc 


RESEARCH GRANTS 


Mental Health—Forty-two medical schools in the United 
States are to receive Federal funds totalling $1,498,333 for 
developing or expanding training in psychiatry for under- 
graduate medical students, according to an announcemen: by 
Oscar R. Ewing, Federal Security Administrator. The first 
funds will be made available for the school year 1949-50, and 
will be paid in annual allotments over a 3-year period. 

Upon the recommendation of the National Advisor 
Mental Health Council, at its recent meeting in Washinton 
on December 12 and 13, the Surgeon General of the Public 
Health Service, Dr. Leonard A. Scheele, approved the a) pli- 
cations of the forty-two medical schools. The schools will 
be formally notified in the near future. 

The size of each grant was determined by pro-rating the 
requirements of the school against the funds appropriated for 
the purpose under the National Mental Health Act. 

Dr. Scheele has expressed the hope that all eligible schools 
would eventually be awarded grants for this development in 
undergraduate medical training. At the present time, the 
money is not available. 

The program making psychiatric training available to 
undergraduate medical students was developed as a result of 
representations by health authorities that all physicians need 
to be familiar with the effect of the emotions on the general 
health of the individual. In addition, the family doctor, the 
heart specialist, the pediatrician—all doctors should be trained 
to recognize the signs of incipient mental disturbances. 

Heart.—Since the recent establishment of the National 
Heart Institute in the Public Health Service, requests for 
federal support of vitally needed heart research work have 
totaled more than $36,000,000. 

The grants requests envisage support for a broad attack 
upon the nation’s leading cause of death. They were con- 
sidered by members of the National Advisory Heart Council 
at a meeting held recently at Bethesda, Maryland. The Council 
is comprised of leaders in the medical sciences and public 
affairs, with Dr. Paul D. White of Boston as Executive 
Director. 

The Council concluded that implementation of the entire 
heart program on a sound fiscal basis is highly important.” 
Witlr regard to the major category of applications received, 
from fifty-one hospitals and medical schools for provision of 
necessary research laboratory facilities, the Council resolved 
that approximately $30,000,000 would be necessary for ade- 
quate execution of this aspect of the program on a 5 year 
basis. Further study of the grants applications for research 
facilities, pending final recommendation to the Surgeon General 
of the Public Health Service and prior to the Council’s next 
meeting, was decided upon. 

Also considered by the Council were applications for 
promising research investigations which were presented with 
recommendations of scientific study sections, composed of 
leading scientists throughout the nation, which act as advisors 
to the Council. The Council recommended tentatively, subject 
to its further review for final approval, requests in this 
category totalling approximately $3,000,000. 

Applications from thirty-seven medical schools, for grants 
to improve and expand cardiovascular teaching were considered 
by the Council. The Council discussed the critical needs for 
this aspect of the heart program and strongly endorsed the 
principle of such support. It tentatively recommended approval 
of applications totalling approximately $1,350,000 in this group 
and decided that further study be made of the individual 
grants applications prior to the next council meeting. De- 
pendent upon the study, final recommendations are to be made 
to the Surgeon General. 

Applications for grants for control projects were also 
considered by the Council. These control projects are special 
“pilot” studies, preliminary to the development of statewide 
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and community heart disease control programs throughout the 
country. Funds are presently available, it was stated, only 
for this category of applications. The Council recommended 
approval of grants applications for approximately $200,000 
for these special studies. : 

Other actions of the Council included: 

Election of Surgeon General Leonard A. Scheele of the 
Public Health Service as chairman for a 2-year term. 

Establishment of a continuing subcommittee on cardio- 
va-cular disease control with Dr. T. Duckett Jones, council 
member and medical director of the Helen Hay Whitney 
Foundation of New York, as chairman. 

The Council voted to hold its next meeting in 
Orleans, Louisiana, early in March, 1949. 


New 


DEATHS BY CAUSE 


Of the total of 1,445,370 deaths recorded in the United 
States in 1947, 460,580, or 31.9 per cent, were due to diseases 
ot the heart, the leading cause of death, according to figures 
recased today by the National Office of Vital Statistics of the 
Public Health Service, Federal Security Agency. This repre- 
sents an increase of 31,350 over the number of deaths from 
heart disease in 1946. 

Deaths from other chronic diseases associated with ad- 
vanced age also increased between 1946 and 1947. In 1947 
there were 189,811 deaths from cancer and other malignant 
tumors, or 7,806 more than in 1946, 131,039 deaths from intra- 
cranial lesions of vascular origin, or 5,393 more than in 1946, 
and 37,515 deaths from diabetes mellitus, or 2,784 more than 
in 1946. However, deaths from nephritis decreased; 80,288 
deaths from this cause were recorded in 1947, or 1,413 fewer 
than in the previous year. 

Mortality from the major infectious diseases set new 
record lows in 1947. The number of deaths from pneumonia 
and influenza (combined) decreased from 62,324 in 1946 to 
61,836 in 1947, and deaths from tuberculosis decreased from 
50,911 to 48,064 in this period. 

Mortality from two of the communicable diseases of 
childhood dropped sharply in 1947 following increases to rela- 
tively high levels in 1946. The number of deaths in 1947 
from poliomyelitis and polioencephalitis (580) and measles 
(472) were the third and second lowest, respectively, ever 
recorded for the United States. However, tie number of 
deaths from whooping cough rose from the record low of 
1,241 in 1946 to 1,954 deaths in 1947. 


TREATMENT OF PAINFUL DISORDERS OF 
SKELETAL MUSCLE 


Treatment of painful disorders of skeletal muscles is 
a subject in which all members of the osteopathic profession 
should be vitally interested. It was discussed at one of the 
regular Conferences on Therapy held by the members of the 
Department of Pharmacology and Medicine of Cornell Uni- 
versity Medical College and New York Hospital. The Con- 
ference was reported in the New York State Journal of 
Medicine, September 15, 1948, pages 2050-2059. These discus- 
sions of painful disorders of skeletal muscle make a contribu- 
tion to their analysis which should be studied in the original 
by every osteopathic physician. 

Janet Travell, M.D., who has for many years been a 
pioneer in the study of these disorders, opens the discussion 
with a clear-cut analysis of the group of patients to be 
considered. They are those who are mainly suffering from a 
loss of activity due to pain in the skeletal musculature. She 
analyzes the cases in the following manner. First, she states 
that the pain is usually accompanied with restriction of motion 
of one or more joints. She discusses the fact, which is known 
to most of us, that in a large number of these cases there 
are areas of deep tenderness in one or more of the muscles 
about the joint which exhibits limitation of motion. It is 
interesting to note that she states that signs of acute inflamma- 
tion such as redness, heat, and swelling are absent. This, un- 
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There were 32,697 deaths from motor-vehicle accidents 
in 1947 as compared with 33,411 in 1946. This was the first 
decrease in the annual number of deaths from this cause to 
be recorded since 1943. However, the number of deaths from 
other types of accidents rose from 64,622 in 1946 to 66,882 
in 1947, 


Fewer maternal deaths (associated with pregnancy, child- 
birth, and the puerperium) occurred in 1947 (4,978) than in 
1946 (5,153) despite the large increase in the number of 
births during this period. 

The number of deaths and death rates for selected causes 
in the United States in 1946 and 1947 are shown in the follow- 
ing table. 


WUMBER OF DEATHS AND DEATH RATES POR SELECTED CAUSES: 
UNITED STATES, 1946 and 1947 


(Exclusive of stillbirths and of deaths among armed forces overseas. Rates per 
100,000 estimated total midyear population excluding armed forces overseas.) 


NUMBER RATE 
CAUSE OF DEATH 

1947 1946 1947 1946 
ALL 1,445,370 1,395,617 1007.8 997.6 
Typhoid and paratyphoid fever........ 325 407 0.2 0.3 
Cerebrospinal (meni ) n7 1,257 0.6 0.9 
Scarlet 107 198 0.1 0.1 
1,954 1,241 1.4 0.9 
Diphtheria........ ™ 1,259 0.6 0.9 
48,064 50,911 33.5 36.4 
Dysentery. «9 952 0.6 0.7 
Malaria. 2u 0.1 0.2 
Syphilis 12,6 12,955 8.8 9.3 
Measles...... 472 1,310 0.3 0.9 
Poliomyelitis, policencephalitis 580 1,85 0.4 1.3 
Cancer and other malignant tumors......... 19,@1 182,005 132.4 130.1 
Acute rheumatic 1,024 1,118 0.7 0.8 
Dinbetes 37,515 34,731 26.2 24.8 
Pellagra (except alcoholic) 728 0.5 0.6 
Intracranial lesions of vascular origin... 131,039 125,646 92.4 8.8 
Diseases of the heart..ccccccccccecessesee 460,580 429,230 321.2 306.8 
Pneumonia (all forms) and TBsccecee 61,836 62,324 43.1 44.5 

Diarrhea, enteritis, and ulcerati 
8,069 8,090 5.6 5.8 


Nephri 
Diseases of pregnancy, childbirth, 
the 
Congenital malformations and diseases 
peculiar to first year (except premature 
Prema’ 
SULCIdO. 2538 
Homicide. 8,555 8,784 6.0 
Motor-vehicle 
Other 8m 
Senility, ill-defined and unknown causes.. 
AL] other 164,679 162,076 


fortunately, is not a particularly accurate description. It is true 
that outward signs of redness, heat and swelling are usually 
lacking in these disorders, but according to the work of 
Louisa Burns, these changes occur deep in the tissues sur- 
rounding the joints involved. Dr. Travell also describes the 
changing contour around the joint, which is probably due to 
spasm of the muscles or a portion of the muscle. These 
changes in contour are often mistaken for true tissue exuda- 
tion, but this, in her opinion, rarely occurs. 

In carrying the discussion further, Dr. Travell states 
that these patients rarely exhibit any demonstrable disease. 
The syndromes are usually referred to as stiff neck, painful or 
frozen shoulders, tennis elbow, lumbago, sciatica, painful knees, 
etc. She makes a point of the fact that these terms are in 
no way indicative of any special etiological factor. She 
criticizes orthodox treatment because there is little relation 
to the etiological background. As osteopathic physicians, it 
is very interesting for us to note how thoughtful members 
of the older school of medicine are coming closer and closer 
to the fundamental facts Which were discovered many years 
ago by Andrew Taylor Still. 

In the listing of etiological factors, Dr. Travell mentions 
the fact that trauma is probably a foremost cause. However, 
she emphasizes, in particular, the cases where no apparent 
acute trauma has been the predisposing factor. The fact that 
chronic muscular strain over long periods of time is associated 
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with inefficient muscular movements and thus causes painful 
disorders in the skeletal muscles is ably described. 

The third precipitating factor which is mentioned in 
this article as a cause of muscular pain is the chilling of the 
body as a whole or the cooling of a specific area. Those of 
us in general practice know only too well how true this is. 
A very interesting statement made in this connection is that 
“Pain is apparently more apt to result from chilling when 
a person is fatigued.” This coincides with the observations 
made by Perrin T. Wilson, D.O., particularly with reference 
to chilling and fatigue as contributing factors in the etiology 
of poliomyelitis. 

An important cause of skeletal muscular pain which all 
of us are prone to. forget is that visceral disease may cause 
painful spasms of voluntary muscles. Other etiological factors 
which are mentioned include muscle spasm due to neuro- 
genic causes such as herniated intervertebral disk, painful 
cramps of peripheral neuritis such as noted in vitamin B 
deficiency, pains due to toxins of acute and chronic infec- 
tions, and other less common structural and metabolic irrita- 
tions. It is regrettable, that in this very complete survey, 
no mention is made of the fact that spasm and inflammatory 
changes which are due to chronic stress and strain around 
paravertebral structures may also in themselves be the cause 
of many so-called “visceral syndromes.” 


The observation is made that a large proportion of patients 
with chronic muscular pain have low metabolic rates of the 
order of minus 15 to 20 per cent. This, of course, brings to 
mind the work of Alexander Levitt, D.O., who has de- 
scribed so vividly the syndrome of hypothyroidea, hyper- 
cholesteremia, and vagotonia. Certainly this may be an 
important factor to be considered in the prevention of many 
skeletal musculature disorders. 

The discussion of treatment, although more or less allo- 
pathic in its concept, still utilizes many principles of the 
osteopathic school of medicine. Dr. Travell’s main point in the 
discussion of treatment concerns the location and infiltration 
of so-called trigger areas. She states, “The presence of a 
trigger area within a muscle is demonstrated by the fact that 
when pressure is exerted on it, or a needle inserted into it 
(which also exerts pressure), a spread of pain is clearly 
perceived by the patient in its specific reference zone. In other 
words, that spot is positively identified as the source of the 
pain felt at a distance. The reference zone, which can be 
mapped in this way by mechanical stimulation of the trigger 
area, should coincide with the region where the patient com- 
plains of spontaneous pain. If it does match, one may be sure 
that at least one of the sources of pain has been found.” 

For the local infiltration, 0.25 to 0.5 per cent solution 
of procaine hydrochloride in physiologic saline is used. The 
solution does not contain epinephrine. One factor which few 
recognize is that the main purpose for the use of procaine 
in this procedure is to render it painless. Simple “needling” 
or the use of normal saline will often produce the same 
results as when procaine is used. No satisfactory evidence has 
been produced which proves that the anesthetic agent has 
any greater therapeutic efficacy than physiologic saline. Also 
it is interesting to note that the abnormal state known as a 
trigger area has never been reproduced experimentally. It is 
not unreasonable to speculate concerning the relation of these 
trigger areas and some of the so-called reflexes described by 
Chapman and others. A study should be made of this possible 
relation. 

Another therapeutic method described by Dr. Travell is 
the spraying of the trigger area with ethyl chloride; this 
and the use of graded exercises, external heat, and other 
such methods are adequately described. 

One thing which stands out in the discussion is the 
rather minute mention of manipulative procedures. Yet, it 
might be well for osteopathic physicians to examine this 
article in the light of the osteopathic concept. Time and time 
again the authors imply the importance of the mechanical 
factor in etiology, yet little is said concerning its place in the 
therapeutic regime. The “what” of treatment is well amplified 
—but the “why” is not so well integrated. We are told how 
to block muscle spasm and contractures but a discussion of 
“why” the muscle spasm occurs is not forthcoming. Mention 


CURRENT MEDICAL LITERATURE 


Journal A.O.A, 
January, 1949 


is made of curare and its dangers are described. Active 
and passive stretching of muscles is discussed but little is 
said about why the muscles are in the condition that necessi- 
tates stretching. However, one significant statement is made 
in this regard by Dr. Harold G. Wolff: He says, “There 
must be another factor besides shortening of the muscles, 
perhaps a circulatory derangement as well, or possibly the 
elaboration of a chemical agent which has threshold lowering 
properties.” 

It is interesting to note that ammonium chloride by 
mouth has often been found to be of use. It is given with 
the idea of reducing tissue edema. The factor of edema of 
the involved tissues has long been known to exist. However, 
here again we are dealing with results rather than causes, 

This Conference on Therapy is excellent. The reviewer 
holds that view even while recognizing that the discussants 
have completely failed to comprehend the value and importaice 
of the osteopathic lesion. However, as this article shows, tiey 
are beginning to see “the light.” 


To us as members of the dominant school of medicine 
in the field of manipulative therapy, articles such as the one 
here reviewed are of extreme importance. We must main- 
tain our leadership in this work, but that will be accomplis!.ed 
only by the careful integration of the related work of all 
scientific workers. Our task must be one of integration and 
confirmation of facts which further establish the osteopathic 
philosophy of disease. The article by Dr. Travell et al is an 
article which should be read in the original. The time con- 
sumed will be time well spent. 

Grorce W. Nortuvp, 1.0. 


THE FETAL HEMODYNAMOGRAM 


A simple graphic method for rapid visualization of cir- 
culatory defects has been evolved by Harold W. Bischoff. 
M.D., and others and was described by them in the Journal 
of Pediatrics for October, 1948. 


The new approach is a line diagram arbitrarily called the 
hemodynamogram, and is applied to descriptions of the fetal 
circulation, the normal infant circulation, and the abnormal 
circulation. For simplification, the authors have utilized the 
line drawing in the shape of a figure-of-eight, showing the 
flow of blood as a continuous process, but making clear the 
two portions, pulmonary and systemic. The former is labeled 
Cycle “A,” and the latter Cycle “B.” Clear labels and arrows 
indicate the flow of the blood. 

For example, the normal hemodynamogram shows a flow 
of blood in a continuous stream from the left auricle through 
the left ventricle, aorta, arterial systemic circulation, venous 
systemic circulation, venae cavae, right auricle, right ventricle, 
pulmonary artery, lungs, pulmonary veins, and back to the 
left auricle. 


The fetal hemodynamogram adds hypogastric arteries and 
ductus venosus to show the flow in and out of the umbilical 
vessels, an arrow indicating the shunt of blood from the right 
auricle to the left auricle through the foramen ovale, and 
one showing the ductus arteriosus carrying blood from the 
pulmonary artery to the aorta. 


In similar diagrams, a number of abnormal situations 
found by the authors at autopsies are simply depicted, but 
all are based on schematic line drawings with two cycles 
making up a continuous blood flow. 

Arnotp Metnick, D.O. 


THE ALARM REACTION AND THE DISEASES 
OF ADAPTATION 

Writing in the Annals of Internal Medicine, September, 
1948, Hans Selye summarizes the general-adaptation-syndrome 
concept and presents some observations upon which the con- 
cept is based. Selye has observed that the organism responds 
to systemic stress by what he terms a general-adaptation- 
syndrome whose manifestations are essentially independent of 
the specific nature of the stress employed and depend mainly 
upon the degree and duration of the exposure. The syndrome 
(Continued on page 275) 
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